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Tue pathology and treatment of chronic flexions of the uterus are 
now assumed to be so well known to gynecologists that a formal 
apology may seem necessary for bringing such a trite subject under 
the notice of the readers of this Journat. I do not, however, propose 
to range over the whole field of chronic flexion. My object is to call 
attention to certain specific points, and to draw or suggest certain 
inferences. The scope of my remarks is somewhat narrowly 
circumscribed; still I trust the observations which I propose to 
describe will be found not unworthy of attention, nor altogether 
devoid of practical interest. 

The symptoms and diagnosis of chronic retroflexion of the uterus 
are familiar not only to gynecologists, but to all well-informed and 
experienced medical practitioners. With regard to the treat- 
ment of such cases and the amount of benefit to be derived from 
treatment, there does not exist the same degree of exact knowledge 
nor the same consensus of opinion. The long controversy over the 
use of pessaries described, when verging on its decline, by Dr. Bantock 
in his book, “ On the Use and Abuse of Pessaries ”’ (1884), has almost 
died out, and there is now a sort of prevailing apathy on the subject. 
There is an agreement to differ. Those who have faith in pessaries 
find healing from them in the most unpromising cases, while 


others are disposed to apply to the same treatment as strong 
1 
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language as that employed by Matthews Duncan a quarter of a 
century ago, but refrain in compliance with the fashion of the day 
in controversial form. The results of the treatment of old-standing 
chronic retroflexion of the uterus reported at various times and from 
all countries, depend, in my opinion, not so much upon the actual 
facts, as they would be assessed by some competent arbitra- 
tor living in the cold atmosphere of reason, as upon the 
intellectual and emotional endowments of the reporters. Some 
conscientious men see brilliant results from everything they put their 
hands to, while other equally conscientious men see in similar cases 
only modified success or depressing failure. One class lacks the 
analytical and critical faculty; the other possesses the fatal gift of 
ability to apply the same analytical criticism to their own work which 
they would apply to the work of other men. It will hurt no 
susceptibilities to refer, by way of example, to the work of James 
Henry Bennett: “Practical Treatise on Inflammation, Ulceration 
and Induration of the Neck of the Uterus” (1845). To each of the 
reports of the illustrative cases, of which the treatise largely consists, 
he adds the expressions, “Cure perfect,” or “Cure imperfect,” or 
“Cure not quite perfect;” but he always implies “Cure.” It may be 
safely assumed that many of Bennett’s examples were cases of 
flexion. 

On the other extreme, by way of illustration, the well-known 
pessimistic opinions of the late Paul Mundé, of New York, may be 
referred to. With regard to anteflerion which some gynecologists 
“cure” by means of a pessary, and a turn of the wrist, Paul Mundé 
says that he regards anteflexion as “ beyond remedy by a vaginal 
pessary.”” It may be irrevelant and superfluous, but I will take 
the liberty to remark here that I entirely agree with Mundé’s 
dictum. 

One difficulty which stands in the way of the recognition of the 
actual results of treatment is that we have no generally accepted 
objective criterion of success or failure, when the methods of 
treatment by manipulation and pessaries are solely relied upon. 
Subjective results, as measured by the capacity for description of her 
sensations by the individual patient, are not to be entirely ignored, 
but they are by no means beyond suspicion as a criterion of success 
or failure. 

This brings me to the specific object of the present paper, which 
I hope will be found to be a real if only a minor contribution to our 
knowledge of this subject. My aim is to suggest a definite objective 
test of the effects of treatment in cases of chronic flexion of the 
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uterus, which will enable every candid observer and critic of his 
own work to say of the individual case—the case is cured; it is partly 
cured; or, the treatment is a failure. 


It is not my intention here to begin with first principles regarding 
the pathology of chronic flexion, on which our modern intelligent 
treatment is founded. That is now pretty well known and recognised. 
There has been no fierce and noisy controversy concerning the 
pathology, as there was with regard to treatment. A silent revolution 
has occurred. The modern pathology has been gradually absorbed 
and assimilated by gynecologists, without unduly demonstrative 
recognition of the services of those who wrought out the revolution 
and the emancipation from the faith and practices of Bennett and his 
disciples. It will be easier for the purposes of my exposition if I 
borrow with due acknowledgment the modern pathology and first 
principles as expounded many years ago. In this way also I am 
much more likely to carry conviction, when I come to set forth the 
observations which it is the main purpose of this paper to describe 
and submit to the judgment of the medical profession, than if I 
prefaced a description of these observations with a chapter giving 
the results of my own lucubrations. 


In the year 1874 Sir John Williams (then Dr. Williams, Assistant 
Obstetric Physician of University College Hospital) read a paper, at 
the Obstetrical Society of London, entitled :—‘ Relation between 
Congestion of the Uterus and Flexion of the Organ.” 


The best that was said of the communication at the time was 
the remark of Dr. Robert Barnes that “the paper was a clear and 
well reasoned-out statement,” but no one appeared to mark the 
originality and the immense importance of the observations and 
opinions put before the meeting. It amounted to little less than 
a revolution in uterine pathology; and yet it attracted comparatively 
little notice at the time, for reasons that we can now only vaguely 
surmise. The elderly men would naturally stick to their archaic 
opinions, and the young and ambitious were then all too eager to 
distinguish themselves by operations, for the time was the beginning 
of the era of diagnosis by operation and the industry of abdominal 
sections upon women, which, like the discovery of a new goldfield, 
caused a rush in one direction, and drew men’s minds largely away 
from gynecological matters requiring more thought and exact 
observation. And then Dr. Williams’s views were shut up in a 
volume of transactions; and he was not of German nationality, while 
his subject was not mere practical gynecology, but classed chiefly 
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as gynecological pathology, which was then as now German territory 
in the opinion of the majority of his countrymen. 

A considerable part of the paper was occupied by a destructive 
criticism of the theories of the pathology of flexion then in vogue in 
this country, and in supporting the opinion that “ flexion is the 
primary morbid state, and that congestion is brought about by it.” 
Yet it was no mere academic discussion concerning matters incapable 
of proof, or of no practical importance if proved. For, as the 
author said:—‘‘ The question is one of the greatest importance, 
because upon the view adopted will depend the treatment undertaken 
for the cure of a large number of uterine diseases.” 

After discussing various phenomena of uterine physiology and 
pathology, and some opinions of contemporary writers, Dr. Williams 
says: —‘‘It seems to me that these facts militate most strongly 
against the view that congestion is a cause of flexion.” 

The argument of Sir John Williams in support of the opinion 
that congestion is the result of flexion may be concisely summarised 
as follows:—-(1) Simple congestion of the virgin uterus is rare, 
whereas congestion accompanied with flexion is of not infrequent 
occurrence. (2) There are certain immediate effects of flexion 
(a) bending of the canal, (b) closing of the canal at the point of 
flexion, (c) obstruction to the flow of blood and mucus from the 
cavity. (3) Certain remote effects of flexion are observed, viz., 
(a) enlargement of the body of the uterus, (b) dilatation of its cavity. 
“Tt is a general law that obstruction to the exit of material from 
the hollow organs causes their dilatation and hypertrophy.” 
(4) Certain effects of flexion are observed on the wall of the uterus. 
According to Virchow the tissue next the concavity becomes fibrous, 
stringy, and wasted. (5) The character of the dysmenorrhea of acute 
flexion supports the theory of the causal relation between flexion 
and congestion. (6) Certain effects on the vascular system of the 
uterus best explain the phenomena. This is Graily Hewitt’s theory 
of “strangulation” of the uterus which accompanies and results from 
flexion as the cause of congestion. Attention is also called to an 
original observation of the writer, viz., that constriction of the body 
of the uterus in retroflexion, and of the returning veins of the 
ligamenta lata by the sacro-uterine ligaments, creates difficulties 
in restoring the enlarged body of the uterus to its normal position. 

Perhaps the best measure of the originality and practical importance 
of the contribution of Sir John Williams to the pathology of uterine 
flexion is to be found in the opinions and objections of the contem- 
porary authorities who took part in the discussion. Dr. Tilt argued that 





Sinclair: Hypertrophy of the Os Uteri 253 


the frequent disappearance of marked uterine flexion after the cure of 
uterine congestion and ulceration by leeches, cooling injections and 
caustic treatment, showed these morbid conditions to have been the real 
cause of the flexion. Dr. Braxton Hicks could not look upon flexion 
as producing congestion. Dr. Playfair said that there were cases 
where congestion existed, but it was impossible to treat the flexion, 
but by relieving the congestion (by leeching, etc.) the flexion dis- 
appeared. Dr. Gervis expressed the opinion that cases were 
frequently met with where flexion and congestion existed together; 
the latter was relieved by nitrate of silver, etc., applied to the interior 
of the uterus, and the version passed away without the employment 
of a pessary. 

There is in these opinions little or no evidence of an advance upon 
the Parisian pathology taught by Bennett thirty years before: “I 
believe that in the great majority of cases the hypertrophy and general 
induration (engorgement) are caused and perpetuated by the presence 
of superficial ulceration.” So wrote Bennett in 1845. The practice 
accordingly agrees to some extent with that of Bennett's time, but 
the use of pessaries, instead of being denounced as harmful, begins to 
be recognised as occasionally necessary. Bennett said that pessaries 
were “generally, if not always, productive of more harm than good.” 
Tilt, thirty years later, considered that nothing could be more 
dangerous to sound practice than to attach too much importance to 
flexion of the uterus as a factor of disease,” and he feared a general 
resort to pessaries and the consequent aggravation of uterine 
affections. Dr. Playfair, however, “agreed with Dr. Williams that 
in the vast majority of cases pessaries were necessary.” 

It is perhaps fair to assume, in discussing the opinions and 
practice of such honoured masters among obstetric physicians, that 
cases were not so intractable in those days, possibly because women 
lived more restful lives than they do now. In any case, I will con- 
fidently express the opinion, that no such case as those described by 
some of the critics in that discussion has ever been seen in practice 
for the last quarter of a century. Practically spontaneous rectifica- 
tion of old flexion! No; credat Judaeus. 

I have given some considerable attention to the discussion on Sir 
John Williams’s paper at the time it was read, because the record of 
the opinions then expressed seemed in the most striking manner to 
mark the difference between the old and the new pathology and prac- 
tice. The proceedings at that meeting of the Obstetrical Society 
signified the end of the domination of the French school of uterine 
pathology in this country; and it might have signalised the begin- 
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ning of an English school of pathology and of practice. To some 
extent and for a short time the new doctrine exercised a certain 
influence even here, until our attention was distracted and our 
energies became dissipated when we took to translating German, 
and performing unnecessary or harmful operations. In searching 
through the native English literature of gynecology which has 
grown up in the last quarter of a century, I have not been anywhere 
struck with the cordiality and candour of contributors, in their 
acknowledgment and appreciation of the source of the doctrine 
which lies at the foundation of most of our ordinary methods of 
dealing practically with chronic inflammation and chronic flexions 
of the uterus. 

For my own part my objects in giving such a prominent place to 
the contribution are mainly two: in the first place to acknowledge, 
when I could do so without irrelevancy, my appreciation of and 
indebtedness to an admirable piece of English work, far-reaching in 
its effects, even if these be only tacitly recognised ; and in the second 
place, to lay hold of it as the convincing exposition of opinions and 
observations, which I begin to believe myself to be now in a position to 
support by irrefragable demonstrative proof. This lengthy reference 
is rendered necessary by the circumstances under which Sir John 
Williams’s opinions were published, and then to some extent lost 
sight of. A mere bibliographical reference to an old volume of 
Transactions, not accessible to many readers of this JourNaL, would 
have been fully less useful than such references usually are; and I 
would have felt compelled to attempt myself a comparatively lame 
and uninfluential exposition of first principles, essential to the clear 
understanding of the observations to which I desire to call attention. 


Almost since the time when I first had the opportunity of 
demonstrating cases of uterine disease to students of medicine, I 
have pointed to hypertrophy and erosion of the posterior lip as a 
pathognomonic sign of chronic retroflexion; but for many years I 
had to hint a warning that my statements must be considered as the 
expression of a mere personal opinion. 

A few years ago I read a short communication on the subject 
of hypertrophy and erosion of the vaginal portion of the uterus at 
a meeting of the North of England Obstetrical and Gynecological 
Society, but the matter attracted so little notice that I am told by 
the present Honorary Secretary there is no record in the transactions 
of any such paper. The President of the year, in his address at 
the expiration of his term of office, referred to the subject, and 
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expressed his belief that the change in the tissues was only apparent 
not real. He also supported his opinion by the authority of Dr. 
Berry Hart, who was said to consider the erosion a mere “ local 
infection.” I have not been able to obtain a perusal of the original 
paper in the Transactions of the Obstetrical Society of Edinburgh, 
but from a letter recently received from Dr. Berry Hart I am led to 
infer that he only gave utterance to an obiter dictum, and that he 
himself attached no great importance to the opinion quoted. 


The unexpected criticism of my confident statements supplied 
food for reflection. It was apparently not enough to give a series 
of cases extending over years in which no exception had ever been 
noted, the apparent exceptions, on closer investigation, always going 
still further to prove the absolutely constant association of erosion 
and hypertrophy of the posterior lip with chronic retroflexion. How 
then was the truth to be demonstrated ? 


It had been often observed that the posterior lip was specially 
thick and eroded in cases of chronic retroflexion combined with 
laceration of the cervix to the degree requiring Emmet’s operation. 
In operating I had constantly noticed a difference between the 
anterior and the posterior lip in the quality of the tissues, and in 
the naked-eye appearances. The anterior lip was thin, soft, and 
limp, and easily cut and manipulated; the posterior lip was thick 
and hard, and difficult to cut, or to pierce with the needle. It was 
almost always too short as well, and consequently its vivified surface 
was difficult to bring symmetrically into relation with that of the 
anterior lip. 


It seemed to me just possible that carefully prepared sections 
of the tissues might help in the demonstration of the difference 
which I knew to exist. Consequently in operating upon suitable 
cases I frequently cut out the plug of tissue, in vivifying the edges, 
so as to keep the anterior and posterior pieces attached by a bridle at 
the apex of the wound. From these attached plugs of tissue, sections 
were so prepared as to exhibit them side by side under the microscope. 
The result was disappointing. Although there was clearly a differ- 
ence in the amount and relations of certain constituent elements, 
the changes were not so striking as to lead one reasonably to expect 
that the differences shown in microphotographs would carry convic- 
tions against even a trifling amount of doubt. 


The section-cutting has been going on at intervals for years, 
and Dr. W. E. Fothergill has recently taken the matter in hand. 
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I give here a concise report founded on a series of sections prepared 
by him during the last year or so:— 

Report upon the Microscopic Appearances in a number of 
Portions of Cervical Tissue received from Dr. Sinclair: —‘ The 
specimens were wedges of tissue removed in Emmet’s operation, and 
consisted of portions of the anterior and posterior lips of the laterally 
split cervix, united at their bases by a bridge of tissue corresponding 
to the bottom or apex of the split. 

“The specimens were hardened in formalin (four per cent.), 
sectioned in paraffin, and stained with eosin and hemalum. The 
free surface of the scar tissue was in every instance covered by 
healthy stratified squamous epithelium, thinner than that which 
covers the normal portio vaginalis. The tissue underlying the 
epithelium was slightly different in the anterior and posterior lips 
of the cervix. 

“ The posterior lip is distinguishable by the following characters 
as compared with the anterior:—The tissue immediately under- 
lying the epithelium is less rich in cells, having a large proportion 
of inter-cellular substance. It is also richer in capillaries. In the 
deeper portion of the tissue the walls of the blood-vessels are much 
thickened. There is much more fibrous tissue in proportion to the 
muscular elements present.” 


It might be suggested a priori that the most obvious way to 
demonstrate the changes resulting from treatment of retroflexion 
would be by observing the exact condition before treatment by 
tampons and pessaries, and the condition of the vaginal portion in 
respect of thickening and erosion at the end of the treatment. But 
practically the demonstration is not so easy, and cannot be made so 
very striking. In the cases of recent flexion as, for example, those 
seen soon after a confinement, the thickening and erosion are not very 
marked, and in the difficult chronic cases, where all sorts of pessaries 
have been previously tried in vain, the end of the treatment, with 
the disappearance of the thickening of the lip, is not a definite 
specific time when a cure can be demonstrated. For example, I have 
just recently seen, on the same day, two cases of chronic retroflexion. 
One of the patients, an unmarried lady, who has worn her pessary 
without change for nine months, the other a married lady, the mother 
of one child, who had been under treatment at various places and by 
sundry practitioners and specialists for several years. The former 
has had a return of all her old symptoms, accompanied with marked 
return of the thickening of the posterior lip, though the erosion is not 
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so striking; the latter was so well at one time that she tried to do 
without her pessary, and now erosion and thickening are nearly as 
marked as they were at the beginning of my treatment. If this 
patient had belonged to the class who readily transfer their 
patronage, her case might possibly have appeared in my notes as a 
cure of chronic retroflexion by means of pessaries and other 
measures, which had previously failed in other hands. 

I have never observed, or I cannot recall, a case of marked hyper- 
trophy with erosion of the posterior lip in old standing chronic retro- 
flexion in which drawings of the appearances taken at different stages 
of the treatment would have convincingly demonstrated acure. Care- 
ful observation of the changes in the vaginal portion which occur when 
the case is under treatment by pessaries, medicated tampons, rest, 
ete., will furnish, I believe, the required objective criterion by which 
we can in some measure judge of the effects of the treatment. When 
the treatment begins to relieve the congestion the first marked 
change is disappearance of the erosion; then the hypertrophy 
diminishes pari passu with the increase in the angle of flexion, that 
is, in proportion to the amount of support given to the body of the 
uterus. If there is marked relapse, the pessary is failing to afford 
the original amount of support to the body of the uterus, and 
measures should be adopted accordingly. This usually amounts to 
beginning the manipulative treatment almost de novo. 


Demonstration by extirpation of the acutely flexed uterus should 
be sufficiently convincing, but the opportunities are few and far 
between. Only once since I concluded that something more than con- 
stant association of certain phenomena would be required for proof 
of their causal relationship, have I had occasion to extirpate the 
acutely retroflexed and adherent uterus. The operation was under- 
taken on account of epithelioma of the posterior lip. Upon the fact 
that the malignant disease affected the posterior lip exclusively, I do 
not intend to found any argument now. The case (iv.) is given among 
the illustrations, and to avoid repetition nothing will be added here 
to the remarks upon the drawings. 


The changes which result from ventrifixation of the uterus appear 
to me to amount to absolute proof that the hypertrophy with erosion 
of the lip of the uterus is caused by the flexion. The hypertrophy 
with erosion certainly disappears with the restoration of the uterus 
to its normal position. Subtractd causd, tollitur effectus. 
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Some time last year I was demonstrating to a class of medical 
students at the Southern Hospital a case of chronic retroflexion of 
the uterus. The patient was the wife of a working man, and she 
could not afford to rest to any considerable extent. She had been 
under treatment at various times by pessaries and the usual methods 
without permanent benefit, so she was admitted to the hospital to 
undergo the operation of ventrifixation. It struck me that it would 
be advisable to get prepared a water-colour drawing of the appearance 
of the parts just before the operation in order to compare it with a 
drawing to be made when the patient was convalescent. If my belief 
was well founded, here at last was the means of demonstration 
apparently beyond cavil. From long experience I knew I could rely 
on the obliging amateur artist, Dr. R. S. Nichol, to truly represent 
the appearance of the parts. This is Case i. illustrated in the 
sequel. Since then I have obtained many pictures of the appearance 
before and after the operation, and I have made a selection for the 
present purpose of demonstrating the truth of the opinion which I 
have so long maintained concerning the causal relation between 
chronic flexion and hypertrophy with erosion of the lip of the os 
uteri. 

On this subject, as far as I can make out, there is no literature 
to quote from or to refer to. The relation of cause and effect could 
only be established beyond cavil by operation or by actual prompt and 
definite cure in a bad case by means of pessaries. It is so many years 
since I gave up Alexander’s operation that I cannot recall making 
any sort of observation in connection with it relevant to my present 
subject, and I have seen no reference to hypertrophy or erosion 
by the operators who find cases suitable for the shortening of the 
round ligaments as the best treatment. With regard to the 
changes produced by ventrifixation, I have discovered only one 
curious observation by a writer on the subject. In a 
contribution by Gottschalk, “Zur Frage des Linflusses der 
Ventrofixatio Uteri auf spitere Schwangerschaft,” (Centralblatt fir 
Gyndkologie, 1891), the author describes a case in which pregnancy 
occurred eleven months after operation. There was abortion in the 
third month with retention of part of the ovum. In clearing out 
the débris with the finger Gottschalk found a remarkable difference 
in thickness between the anterior and posterior walls of the uterus. 
While the anterior lip of the uterus was thick and well developed, 
the posterior lip was as thin as paper and shortened by a few milli- 
metres. Correspondingly the whole of the posterior wall of the 
uterus up to the fundus was thinned out and stretched. On the 
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other hand, the anterior wall, up as far as the point at which it 
was firmly attached to the abdominal wall, was normally thick or 
even abnormally thick. 


Upon this observation Gottschalk founds an argument for 
abandoning the operation upon women during the - child-bearing 
time of life. He might more justly have taken himself to task, and 
criticised his own method of operating with a view to its improve- 
ment. He obviously operated so as to produce acute anteflexion of 
the uterus and tension upon its posterior wall causing atrophy. It 
would be interesting to learn from an impartial observer the effects 
upon the nutrition of the uterus produced, in a typical case, by 
vagino-fixation. 


To the attentive reader of Bennett’s J/agnuim Opus, certain facts 
soon become clear, besides the erroneous nature of the uterine 
pathology which he brought to England. His cases illustrative of 
“ulceration ” contain, in addition to those showing laceration of the 
cervix, gonorrheal inflammation of the portio vaginalis, and erosion 
around the os as it occurs in virgins, some cases of hypertrophy with 
erosion owing to chronic flexion, which he naturally did not 
recognise. For example, in one case it is noted that the cervix was 
“injected,” “the anterior lip constitutes two-thirds of its volume.” 
The patient was under the usual caustic treatment, resting in bed 
for nearly four weeks. “The ulceration had then nearly healed, and 
the engorgement had in a great measure disappeared.” In a 
fortnight after the patient left the hospital it is recorded: “ The 
ulceration and remaining engorgement had rather increased than 
diminished.” This case, which was almost certainly anteflexion 
hypertrophy with erosion, is marked, “ Cure imperfect ”; and so on. 


It may be asked if I mean to maintain that there are no excep- 
tions. Such is my intention. That there are apparent exceptions 
I most willingly admit, because they help to prove my contention. 
Not to go beyond my own experience, I can only mention two 
classes of cases which are often mistaken for retroflexion, but which 
do not really come under the definition of retroflexed uterus. The 
first is the ‘‘ wobbling” uterus—the case in which the isthmus is 
thinned out and the body enlarged. The cases are, in 
my experience, rare, and they have been without exception found 
in hospital practice. It is sometimes a case of retroflexion, some- 
times of anteflexion. I shall not discuss the nature of such cases 
here; their existence should be kept in mind, and any apparent 
retroflexion without erosion should receive the most exact attention, 
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and examinations should be made with the patient lying in different 
positions before the diagnosis is definitely concluded. The history 
and habits of the patient should be exactly noted. 


A more common apparent exception is a variety of the conchoid 
uterus. Digital examination per vaginam leads to the diagnosis of 
retroflexion; the speculum does not reveal an erosion with thicken- 
ing; but the case is set down as chronic retroflexion. I have quite 
recently completed my treatment of a case of conchoid uterus in a 
lady who was treated off and on for seven years, chiefly with pessaries 
on account of retroflexion. From the painful vicissitudes and the 
long-drawn-out history of treatment in this case, the inference is 
suggested that this variety of uterus and its symptoms are not 
very familiarly known to a class of specialists who are not trained 
in their youth in first principles and chained in their manhood to the 
constant routine of concentrated gynecological work. 


Hitherto I have only spoken of retroflexion, but though it was 
a long time after I began to make observations on retroflexion till 
I recognised a marked case of anteflexion thickening and erosion of 
the anterior lip, I have since seen many in course of the last few 
years. The cause is the same and the result is the same. There 


is just this difference to be kept in mind, that the hypertrophy and 
erosion appear only in the cases of chronic anteflexion to the 
pathological degree. So many cases are diagnosed as anteflexion in 
which the uterus is found lying forward within the limits of the 
normal position. In these little or no erosion appears. 


With regard to practical conclusions from the relation between 
congestion and flexion here assumed to be demonstrated, I cannot 
put forward many suggestions with confidence. Independent 
observations, and discussion upon these observations, will in due 
course add to, subtract from, and multiply our facts, and that which 
is sound will be maintained, and put to practical account. 


1. The old treatment by caustic substances applied to the 
“ulceration ” of the womb, which I am told has not yet vanished, 
seems, in view of the pathology which is now probably universally 
accepted, just something ridiculous. It mistakes effect for cause. 
It is a humiliating reflection for the gynecologist that the chief 
incidents of some professional careers might have been represented 
by a tubular speculum and a stick of caustic. 

2. The abstraction of blood by punctures or diminution of con- 
gestion by glycerine tampons is more rational treatment as a step 
preliminary to restoration of the position of the uterus. Such 
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measures, however, cannot be expected to effect any appreciable 
change in the congested body of the uterus, unless the tampon acts 
mechanically in raising it up to some extent, and so lessening the 
strangulation of the uterus. 

3. The extent to which the hypertrophy with erosion diminishes 
is some measure of the beneficial effects of the treatment. 

4. When, in a case of retroflexion, the uterus appears to be 
restored to its position and retained by means of a pessary, inspection 
of the posterior lip from time to time will alone show whether the 
success of the treatment is complete or only partial, or if relapse 
has occurred owing to want of sufficient support by the pessary. 

5. Old-standing retroflexion with much tissue change in the 
cervix and body is difficult to cure by mechanical means; where 
adhesion or great enlargement of the body exists cure cannot be 
effected without operation. 

6. Ventrifixation is, in my experience, a safe and effective 
operation for chronic retroflexion with adhesions, or with the body 
greatly enlarged from strangulation. Whether the operation 
should be resorted to in anteflexion with bladder symptoms I can 
form no opinion from actual experience. 

7. It seems to me that the obvious changes resulting from acute 
flexion in the form of hypertrophy with erosion may explain some 
phenomena with which we are familiar, but the causes of which are 
still obscure. The menorrhagia which occurs in some women with 
chronic flexion, especially when they are approaching the menopause, 
often gives rise to suspicion of malignant disease. As a rule, if the 
uterine canal be dilated, the endometrium cleared out, and chloride 
of zinc solution applied, the hemorrhage soon ceases. After one or 
two scanty menstruations in women who, reckoning by years, should 
be at or beyond the change of life, involution of the internal sexual 
organs occurs, and the menopause is established. It is reasonable to 
suppose that in such cases the hemorrhage is due to a state of 
the corporeal endometrium corresponding to the hypertrophy of the 
retroflexed body of the uterus, and to the hypertrophy with erosion 
of the vaginal portion. When the hypertrophied non-malignant 
endometrium is removed, the hemorrhage ceases, and before the 
strangulation of the uterus has time to reproduce the growth of 
mucosa, the menopause sets in, and menorrhagia cannot again occur. 
On the same ground we may also account for the frequency of 
menorrhagia, and even of irregular hemorrhage, associated with 
flexion at any time between puberty and the menopause. 

8. Hypertrophy due to laceration of the cervix and flexion 
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cannot be rationally treated by amputation of the vaginal portion. 
Such operations are irrational and are not justifiable during the 
child-bearing time of life—nor at any other, except in some cases 
of malignant disease. Observe the changes in Case ii. without 
amputation. 


RETROFLEXION ILLUSTRATED. 


Case I. Mrs. F. J. S., patient of Dr. Stewart, Bacup; admitted 
November 11, 1902; wt. 25, married 2} years; children, 1 living, et. 
1 year and 8 months; miscarriage in February, 1902, at 10 weeks. 


Menstruation. From February to September, 1902, every 14 days; 
during September and October every 21 days; P.=5 days profuse. 


History. Previous to February, 1902, no treatment of uterine ailment. 
Owing to abortion at 10 weeks patient was in bed 14 days. After being 
up for 7 days she had to take to bed again owing to flooding. Up to 
August patient was subject to floodings, and was largely confined to the 
house. Since August she has been better in her general health. Complains 
chiefly of pain in lumbo-sacral region, which is relieved by rest. Since 
February she has suffered from inability to hold her water when moving 
about. No history of illness of any kind; suffered to some extent from 
dyspepsia. 

Previous Treatment. Rest, etc. Ring pessary off and on for several 
months. 

Ventrifization November 25th. Usual method ; no complication. 


Post-operation History. Quite uneventful; no trouble with bladder at 
any time. Some discomfort from pessary. The pessary is a glycerine-pad 
Hodge introduced to support the uterus during the formation of adhesions. 
Hodge removed December 11, and a ring tried. Ezamination. Erosion 
disappearing. 

December 20. Ring pessary removed. 

December 23. Examination p.v. Anterior lip becoming hypertrophied ; 
posterior lip thinning; erosion of posterior lip has disappeared. 


Week after Operation. Temperature normal; pulse 80. 


Day of Discharge. Temperature normal ; pulse 84. 

The inference is that no complication occurred to interfere with the 
course of nutrition and return of the blood supply of the uterus to the 
normal condition. 


Ficure 1. After 10 days’ rest and douching and use of tampons to 
raise uterus. Erosion and hypertrophy of posterior lip. Anterior lip 
slightly lengthened by tension of volsella, but pale and thin. There had been 
a question of adhesions or impaction owing to embarrassed movement of 
body on sound. Slight transverse laceration of cervix, not sufficiently 
extensive for operation. 


Figure 2. Drawn 4} weeks after operation. Both lips of vaginal 
portion now equal in size. Posterior lip apparently smaller, as uterus is 
not drawn down. The erosion has disappeared. Lips rather paler than 
normal. 

This patient was examined in July, 1903. She was then quite well. 
The vaginal portion of the uterus appeared normal. No hypertrophy or 
erosion, colour normal. 
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Casz II. Mrs. S. W., Levenshulme, patient of Dr. J. T. Fraser; 
admitted December 4, 1902; et. 36, married 15 years; children 7, living 4, 
youngest ext. 2 years. No miscarriages. Forceps used at first three 
labours. 

Menstruation. For the last 14 months irregular ; intervals from 2 to 5 
weeks ; P.=5 to 10 days, profuse. 

History. During the last three months irregular hemorrhages 
occurring at any time between menstrual periods, also frequently a 
“brownish” discharge; loss at periods during that time very profuse. 
Some time ago when patient was washing she had a very severe hemorrhage, 
and she then consulted Dr. Fraser. From that time frequent hemorrhage 
and very offensive discharge. Owing to a more than usually severe attack 
of bleeding on December 3, she was admitted to Southern Hospital as 
urgent case on the following day. 

Examined by Dr. Sinclair, December 4th. A large irregular soft mass 
filling the vagina; profuse hemorrhage on touch of tumour; offensive 
bloody discharge before examination, after it very profuse hemorrhage ; 
hurried swabbing of the mass with weak chloride of zinc solution ; 
suspicion of malignant disease. 

December 5. Tampon of glycerine of tannic acid introduced into 
vagina. 

December 6. Repeated tampons. Owing to the rest and tampons, etc., 
the nature of the mass in vagina was discovered. It was a vastly hyper- 
trophied lip divided into lobes. No anterior lip could at first be made out, 
but it was ultimately found to be divided into two parts by laceration, 
and atrophied. The opening into the uterine canal was discovered at the 
apex of the fissure, and it was at the os internum or very near to it. 
The uterus was acutely flexed backwards. It did not seem suitable to 
perform Emmet’s operation on such a hypertrophied cervix. It appeared 
to be preferable to do the operation of ventrifixation. After the 
posterior lip had returned to its normal size or had become greatly reduced 
the cervix could then be restored by suitable operation. 


Examination in other respects showed the patient to be healthy. 

December 19. Ventrifization. Nothing unusual in _ operation. 
Glycerine pad pessary introduced at end of operation. 

Post-operation History. Recovery uneventful; little reaction. 

Highest temperature, 6 p.m., December 21, 99°8; pulse then 86. 

— pulse-rate, December 20, 102. After this everything absolutely 
normal. 

January 3, 1903. Examination p.v. Cervix much smaller, and losing 
its deep red colour. Uterus in perfectly satisfactory position. Ring 
pessary inserted ; to be left for 10 days. 

Discharged February 2, 1903. 


Re-admitted for Trachelorraphy, March 5, 1903. On examination p.v. 
the uterus was found to have changed in volume and colour. Body in good 
position in hypogastrium. In answer to inquiries patient said that she 
had not menstruated since she was in the hospital (December 24th—30th, 
and then January 19th—23rd). Patient was kept in hospital for a 
fortnight under observation. Pregnancy diagnosed. 

Discharged March 21st. 


Ficure 1. Drawing made just before operation, December 16th. 
Greatly hypertrophied posterior lip, showing three fissures resulting from 
laceration, dividing mass into four unequal parts. Anterior lip 
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apparently not visible, although the parts are fully exposed by the 
weighted speculum posteriorly and the duck-bill in front. 

Ficurg 2. Four weeks after operation. Posterior lip now greatly 
diminished and losing colour. Division of anterior lip now demonstra- 
table. Cross indicates opening of uterine canal near the internal os. 

Ficurz 3. Ten weeks after operation. Still further diminution of 
the posterior lip. Congestion has disappeared. Cervical canal open. 
Cross at entrance to uterine canal. Hardly a remnant of the anterior lip 
appears to be visible. The parts really equivalent to the anterior lip are 
the two anterior lobes which, receiving their blood supply as anterior lip, 
now begin increasing in volume, while the posterior lobes atrophy. 

Ficurs 4. The vaginal portion changed by pregnancy early in the 
fifth month. Change in volume and colour. Anterior lobes of divided 
cervix pressed together owing to increased volume, so that the dividing 
fissure is not so apparent. Hyperemic mucosa of posterior lobes seen 
under the anterior lobes. 


Cass III. Mrs. L. J., Rusholme, patient of Dr. Conway; admitted 
December 12, 1902; patient et. 30, married 3 years; 1 child living, et. 2} 
years; miscarriages 3—(1) one year ago at 2 months, (2) 5 months since 
at 7 weeks, (3) on November 30, at 3 months. 

Menstruation. For last 18 months regular every 28 days except when 
pregnant; P=5 days, profuse; not much pain. For six months previous 
to that she was “unwell” every 14 days, and the loss was profuse. Last 
menstruation middle of September. 

History of present illness. On November 30 a profuse hemorrhage 
began with abdominal pains. Patient states that “something solid came 
away.” The pain ceased, and the hemorrhage continued for eight days. 
There has been none since except a slight bleeding on the 11th. 

Past dlnesses. A year before her marriage she was treated for 
“ congested ovaries.” In February, 1901, she was treated as an out-patient 
at the Southern Hospital for “ floodings.” 

On examination just after admission the uterus was found to be acutely 
retroflexed with large erosion on the posterior lip, which was distinctly 
hypertrophied. There was also a tubo-ovarian tumour on each side. The 
uterus with its tumours was not replaceable by manipulations. The left 
tumour was distinctly larger than the right. 

December 12 to 28. Temperature for first week after admission rose 
occasionally a fraction of a degree in the evening. Menstruation com- 
menced on the 28th, and afterwards the temperature became that of a 
healthy woman in bed, viz., subnormal almost constantly. The pulse 
remained from 80 to 90 throughout—once or twice over 90—until the 
operation. 

Considering the state of parts, the abortions, about which there 
appeared to be some doubt, made the case rather puzzling. As there had 
been no treatment for retroflexion it was resolved to try tampons and 
douches, and watch the result. A tampon consisting of a long shred of 
lint was firmly applied to the posterior fornix daily, and a prolonged 
douche of boric acid or corrosive sublimate was given every day before 
the introduction of the fresh tampon. 

January 10. It is noted that patient has been losing blood more or 
less for a fortnight. Ergot in the form of the liquid extract was 
administered till the 25th—dose, half a dram 3 times a day. Thetreatment 
by douche and tampon was continued until February 7th; there was then 
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“acute retroflexion; transverse laceration of the cervix, not sufficient to 
require operation ; posterior lip enlarged ; erosion still well marked ; uterus 
somewhat more moveable, but heavy; not replaceable by sound; tubo- 
ovarian tumours as at first.” Sound passed 3 inches in backward direc- 
tion. Patient was advised to have operation of ventrifixation performed ; 
doctor agreed, patient consented. Usual examination of patient before 
operation. All organs quite healthy. 

February 11. Operation, Ventrifization, complicated. Usual incision. 
Uterus found to be slightly adherent behind, the body unusually large. 
The right Fallopian tube was firmly adherent to the side of the uterus. 
Both ovaries firmly adherent in their fossettes; left tube forming 
tubo-ovarian tumour with its adherent ovary, generally adherent, distended 
with fluid (hydrosalpinx). The left ovary and tube were removed after 
ligation in stages of the mesosalpinx, etc. The right tube was closed at 
the end, but only slightly adherent to its ovary. The adhesions were 
carefully broken down, and the ovary was found to be not altogether 
ruined. Artificial ostium abdominale made in tube. Ventrifixation was 
effected by means of two catgut sutures in vesico-uterine fold ; two fine silk 
sutures, sero-serous only; two fine silk sutures, including fascia, 
peritoneum, uterus, and return; one fine silk suture, including fascia, 
peritoneum, uterus (large hold). As there was considerable hemorrhage 
from the injuries to the peritoneum in breaking down adhesions, a rubber 
drainage tube was inserted through the vagina into Douglas’s space. 
Operation finished in usual manner. 

February 12. Patient doing well. Some hemorrhage from vagina. 
Small doses of morphia. 

February 13. Drainage tube removed. Posterior cul-de-sac well 
packed, as it was not considered advisable to insert the usual pessary. 

There was some reaction for a few days. On the night of the 
operation the temperature rose to 100°, and the pulse-rate was for a few 
hours 110. 

February 14. Temperature normal; pulse, 90 to 100; no sign of 
peritonitis ; no trouble with bowels or bladder from first to last. 

February 28. Examination with speculum. Erosion has completely 
disappeared. Posterior lip is now same size as the anterior. Nothing 
else to note. 

Discharged March 17, 1903. 

It will be observed that in this case the tampon treatment was continued 
for about two months. The use of boric acid on tampons, and of perchloride 
of mercury in the douches, appears to dispose of the theory of a “ local 
infection,” as far as one case can prove anything. The observations made 
do not support the theory of erosion by contact with mucus from the uterus, 
as no mucus was allowed to lie in contact. The conclusion ought rather 
to be that the erosion here was owing to hypertrophy and lowered vitality 
of tissues from interference with the blood-supply and pressure upon the 
trophic nerves at the isthmus. 

Ficure 1. Drawn just before operation, after use of tampon and 
douche for two months. Erosion of the posterior lip. Parts exposed by 
means of two duck-bill speculums. 

Figure 1.* The left tube and ovary just after removal. The cut 
Fallopian tube to right side of drawing, the ovary the lowest portion of 
the tumour. Adhesions shown all over. 

Ficure 2. Four weeks after operation. Owing to the method of 


exposure the anterior lip-appears to be somewhat the larger of the two. 
9 


~ 
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The change in colour of the vagina is very striking. The vaginal portion 
appears anemic after the long rest in bed. 

July 25, 1903. Examined at Southern hospital. Feels very well, and 
looks very well. Has occasionally very slight tendency to pass water too 
often; this statement made in answer to direct inquiry as to bladder, 
not volunteered. Abdominal wound perfect. P.V. Uterus with fairly 
wide canal; normal direction. Lips of external os equal. No erosion, 
but not anemic, as in drawing at time when patient had been long in bed. 


Casz IV. Mrs. A. J., Hulme, Manchester ; admitted April 28th, 1900; 
et., 37, married 20 years; 5 children (lost 4); 1 miscarriage; youngest 
child 13 years old. 

This case illustrates change of nutrition in both cervix and body of 
the uterus. There is epithelioma confined entirely to the posterior lip, 
the anterior lip being very thin and anemic, soft at the margin, but 
found after operation to be sclerosed higher up. The body of the uterus 
is enlarged and bulges out to an unusual extent posteriorly. It was firmly 
bound down by adhesions, making an acute angle with the cervix. The 
operation was performed entirely on account of the epithelioma. No 
history could be obtained pointing to the illness which was the 
cause of the extremely firm adhesions, evidently of old standing, 
produced by perimetritis. The patient had noticed that for a year and 
nine months before “ menstruation” was excessive, and came on at 
irregular intervals, the amount of loss varying greatly. Four months 
after the irregular hemorrhage began she suffered occasionally from pain 
in the left side of the pelvis. For four months before admission she lost 
blood almost continuously, the intervals only amounting to a few days at a 
time. There was no pelvic pain after the hemorrhage began. 

Operation, May 9th, 1900. Eatirpation of the Uterus per vaginam. 
The separation of the uterus from the bladder was found to be easy ; there 
was no change in the cellular tissue laterally and in the front, except low 
down on the left in the parametrium, where lymphatic invasion had been 
made out on examination both per vaginam and per rectum. Posteriorly 
the peritoneum of Douglas was with great difficulty separated from the back 
of the acutely reflexed uterus. The ovaries and tubes of both sides appeared 
to be embedded in adhesion tissue, especially on the left side. As removal of 
these parts would have added greatly to the time occupied by the operation 
and also to the danger, they were left, without interference with the 
adhesions. The uterus on removal was found to be considerably enlarged, 
both body and cervix. The infiltrated portion on the left side was chiefly 
in the sacro-uterine fold, and the part removed, which seemed to be the 
whole of the thickened tissue, was found to contain a large lymphatic gland. 

Figure 1. The uterus, seen from the left side, showing (1) the 
enlarged cervix with the growth on posterior lip ; (2) the thin anterior lip; 
(3) the enlargement of the body and exaggerated bulging of the posterior 
portion ; (4) the lymphatic gland cut open; (5) the deeper red patches on 
the posterior surface showing remains of adhesion. 

Ficurz 2. The uterus, seen from behind. The figure shows the 
relative thickness of the lips and the long curved slit of an external os. 
The other parts are the same. The view from behind shows in addition 
that the hypertrophy of the body does not increase its volume transversely. 
The increased dimensions are antero-posterior. 

Both figures are the natural size—length of uterus 4 inches. 
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ANTEFLEXION. HYPERTROPHY WITH Erosion ILLUSTRATED. 

Case V. Mrs. A. M., Manchester; admitted March 21st, 1903; et. 45 
years, married 22 years; 6 children (lost 5); 4 miscarriages, all at six 
weeks; last confinement 11 years ago; last abortion 12 years ago. 
This patient was admitted on account of metrostaxis. For ten days before 
admission the loss of blood was almost continuous. Last regular 
mentsruation in November, 1902. No symptoms of pregnancy. 

On examination the uterus was found to be enlarged and in position of 
extreme anteflexion. On account of the hemorrhage treatment was begun 
at once; no drawing having been made. Uterus was dilated thoroughly 
with laminaria tents, and curetted under anesthesia April 27th. After 
curetting a solution of chloride of zinc (1—3) was applied to the whole of 
the cavity on a strip of lint which was left in for six hours. As was 
expected the material cleared out by means of the curette consisted of 
hypertrophied endometrium—fungous endometritis. Slight blood-stained 
discharge continued for a few days; ceased completely on May 2nd. 
Examination before discharge from hospital showed that the uterus was 
reduced in size, and felt firmer. Erosion on anterior lip still marked, 
though paler. 

It is reasonable to suppose that in this case the growth of mucosa 
which produced hemorrhage was owing to the anteflexion which was the 
obvious cause of muscular hypertrophy. A similar condition due to retro- 
flexion, especially in women approaching the menopause, is matter of 
common observation. 

This patient was examined at the hospital August Ist, 1903. Symptoms 
have disappeared. Anteflexion hypertrophy and erosion still well marked. 


Casz VI. Mrs. M. E. A., Openshaw; admitted March 19, 1901; et. 25 
years, married 3 years; no pregnancy. This patient was admitted for 
treatment of anteflexion stenosis producing dysmenorrhcea and the other 
usual symptoms. Her sufferings dated from first menstruation at 14; 
worse since marriage. Except for the unusual severity of the dysmenorr- 
heeal symptoms, including profuse menstruation with the passing of clots, 
there is nothing special to record in the history of the case either before 
admission, or in details of the treatment. No reason whatever to suspect 
contagious disease. 

Ficurg. Showing hypertrophy with erosion of the anterior lip. The 
posterior lip is dragged upon by the volsella, though the instrument is not 
shown. This gives the peculiar shape to the vaginal portion and exposes 
the mucosa just inside the posterior lip. Drawing made before treatment. 


It may perhaps be as well to mention in conclusion that no 
treatment was directed in any of these cases towards merely healing 
the erosion. The cases here given in illustration are among the 
most recent of a long series in which the erosion was recognised 
as a result of abnormal nutrition, and the only attention which the 
erosion received was to watch its changes, if any occurred, as an 
indication of the effects of treatment intended to restore the body 
of the uterus to its normal position. 


Postscript.—With regard to the illustrations it is only fair to 
Dr. Nichol to say that the drawing, Case ii., Figure 1, is not perfectly 
reproduced. The colour should be deep RED with an impression of 


yaa not conveyed by the reproduction. All the rest are admir- 
able. 
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PELVIC EXUDATIONS: THEIR DIAGNOSIS AND 
TREATMENT STUDIED CLINICALLY. 


From the Greifswald Frauenklintk. 


By E. SCOTT CARMICHAEL, M.B., F.R.C.S.E., Surgical Registrar 
Royal Infirmary, Edinburgh; formerly Volontér Assistent an 
der kinighichen Universitits Frauen-Klinth, Greifswald. 


During a period of six months spent as voluntary assistant to Prof. 
Martin in Greifswald he was kind enough to place at my disposal the 
cases of parametritis treated in the Frauen-klinik in the years 1901 
and 1902. 

The number of cases diagnosed as and treated for parametritis 
were 37. Of these cases a considerable number were very chronic 
and more or less of a slight character. The present work, however, 
considers 26 of these cases, in which there was marked exudation into 
the parametrium causing the solid hard tumours characteristic of this 
form of the disease. They do not include slight cases occurring 
after operation where the exudation was of small amount and rapidly 
disappeared before dismissal of the patients from the Klinik. Of 
these cases all, with the exception of four, occurred in women who 
had borne children, and were caused by a puerperal fever in the 
majority of cases. In 22 cases occurring in parous women, 17 were 
stated to have been caused by infection during parturition. Six 
occurred in primipare, the rest being multipare, and in 16 cases the 
patients were over the age of 30 years. 

To what extent gonorrhea is responsible for the formation of 
parametric exudations has always been uncertain. According to 
von Rosthorn,' “we can be certain that from the clinical point of 
view extensive infiltrations and abscesses of the pelvic connective 
tissue resembling those of the puerperium are not to be observed as 
the result of an ascending gonorrhea.” 

In eight cases in which the pus was examined after an incision 
into the exudation gonococci were demonstrated typically in one case. 
In the remaining seven cases streptococci were demonstrated. In 
this case the patient was a primipara, et. 22 years, who had given 
birth to her child six months before. No history of fever could be 
elicited, but she complained of pain in the back, and a purulent 
discharge ever since getting up after an apparently normal 
puerperium. On admission she had a large exudation on the right 
side extending backwards. There was no rise of temperature, but the 
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exudation was incised, and the pus on bacteriological examination 
showed typical gonococci. 

That streptococci are most frequently found in the pus of these 
exudations and abscesses has already been proved by such observers 
as Bumm,? Doléris and Bourges, Pfannensteil* and others. In the 
cases occurring in nullipare the cause of the disease was a previous 


surgical operation. The onset of the condition was gradual, the 
patient appearing at a considerable interval after the operation. The 
nature of the operation was not known, but in two cases a laparotomy 
had been performed, and in the remaining two a vaginal operation. 
The exudations were in all these cases large and situated in the 
lateral parametria. In a multipara, et. 45 years, the parametric 
exudations had resulted from an operation for appendicitis occurring 
four years previously, and not from a puerperium, although she had 
had 14 children previous to her operation. Of the above cases a 
percentage of 19°2 occurred after surgical operations. In 84 per cent. 
of the cases the women had borne children, and in 78 per cent. of 
these the exudation had been the result of sepsis during the 
puerperium. 

In considering the position of parametric exudations clinically, 
we are struck by the irregularity of their distribution. They do not 
remain confined to one particular parametrium or pouch, as a study 
of some of the anatomical literature would lead us to expect. 
Schlesinger,® by means of injections into the parametrium in various 
positions, endeavours to establish the progress of a pathological 
exudation along certain definite courses. Von Rosthorn,! Sneguireff 
and others describe fibrous partitions dividing the parametria into 
two or three compartments on each side, which to some extent limit 
and control the spread of an artificial injection. Jung,® on the other 
hand, after experimental investigations on the cadaver by injection, 
does not support the view of the presence of septa between the para- 
vesical, parametral and pararectal connective tissues, although in one 
case where he injected one-half of the pelvis he found the injection 
limited to a space between the round ligament of the uterus and the 
“ligamentum ovario-pelvicum.” He considers that the above terms 
are not of any value, except as a means of localising exudations. 

In the cases under consideration the records of the examinations 
do not lead me to suppose that there was any limitation along certain 
septa, as anatomical descriptions would suggest. Most cases in 
which there was a lateral exudation showed marked tendency to 
spread backwards towards the posterior parametrium over the region 
of the septum corresponding to the position of the ovario-pelvic 
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ligament. Exudations not only do not appear to limit themselves 
with any degree of certainty to a part of the lateral parametrium, but 
appear to pass readily to the posterior, anterior and opposite lateral 
parametria. 

The investigations of von Winckel,” Buschbeck and Ettinger’ 
do not agree as to the most common sites of the exudations :— 


Left-sided. Right-sided. Both Sides. 
Von Winckel .. 8% ... ISSR 
Buschbeck and Ettinger........ a — 


In the cases under consideration in the large majority more than 
one parametrium was affected, and they are localised to that para- 
metria, in the table below, which was most affected, or from which 
the exudation had in the first place originated :— 


Left Lateral. Right Lateral. Both Lateral. Posterior. 


In four remaining cases the exudation was pretty equally diffused 
around the uterus, or affected the lateral and posterior para- 
metria together. In six cases there was well-marked exudation to 
be felt on abdominal palpation alone where the tumour rose above 
the level of the true pelvis. In only one case was a large exudation 
entirely localised to the posterior parametrium. 

In relation to the causation of parametric exudation, two cases 
admitted recently into the clinique since the above cases were 
collected are of considerable interest. Both were admitted in the 
same week, and presented similar conditions. In both cases there 
was placenta previa, the vagina had been plugged by a doctor before 
their admission into hospital, and there was fever at the time of 
admission. In one case the placenta lay laterally situated on the 
left side, and subsequently a left lateral exudation occurred, and in 
the other the placenta was right-sided and marginal, and a right 
lateral exudation developed. An examination of the uterine contents 
after Déderlein’s method revealed a large number of streptococci. 

Another point of interest brought out by a study of these cases 
is the condition of the temperature and its value as indicating the 
progress of the disease. In 12 of the 26 cases a rise of temperature 
was present during the patient's stay in hospital, but in only seven 
of these was the rise of some duration, as in the other five cases 
the temperature was only above the normal in the evening on two 
or three occasions. The nature of the temperature curve when 
present was one of considerable irregularity, showing that swinging 
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character which frequently indicates the presence of suppuration, 
but its relation to the subsequent course of the disease in the majority 
of cases proved it to be unreliable as indicating the presence of 
suppuration. Of the 26 cases, 11 were treated during their stay in 
hospital by incision of an abscess, and in one other there was 
spontaneous emptying of an abscess into the rectum, so that in 
46 per cent. of the cases there was suppuration. In six of these there 
was no rise of temperature at any time, and in three of the remaining 
the temperature rose slightly on two or three occasions. In all these 
cases a considerable quantity of pus was discharged at the time of the 
operation, and the temperature had afforded no indication of its 
presence. Of the cases incised, eight were operated upon through 
the vagina and three through the abdomen, the remaining case 
emptying itself spontaneously per rectum, this being the only case 
in which there was a spontaneous rupture of an abscess. 

In considering the questions of diagnosis and course of parametric 
exudations, we have not only to consider it in order to distinguish 
it from other tumours and exudations in this region, but, what is of 
extreme importance to the patient and to the successful treatment of 
these cases, we must endeavour to find out what will be the subsequent 
course of an exudation, whether it will end by a gradual absorption, 
or whether suppuration will supervene. The question whether pus 
is or is not present in these cases is always difficult to decide. 
How often are these exudations cut into without any suppuration 
having taken place, and the patient, already in a weak condition, 
submitted to a somewhat severe operation without benefit? On the 
other hand, do we not see many of these cases going on and allowed 
to rupture spontaneously into one of the pelvic viscera, giving rise 
to fistule which are difficult to close, and increase the miseries of the 
patient ? 

Examination by palpation and percussion and the study of 
the temperature often fail to afford the surgeon the necessary means 
for diagnosing the presence of pus. Ciirschmann,® in 1901, published 
an account of examination of the leucocytes in cases of appendicitis, 
and the extreme value of noting an increase in their number as an 
important means of diagnosing the presence of pus in this direction. 

In 1902 Diitzmann,!° at whose disposal Professor Martin placed a 
large number of patients, drew attention to the value of the leucocyte 
count in suppurative conditions affecting the genital organs of a 
woman, more especially as a diagnostic means in cases of suppurating 
parametric exudations. Since then it has come to be a routine 
practice in the Greifswald Frauen-klinik under the charge of Prof. 
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August Martin to estimate any increase in the number of the 
leucocytes before diagnosing the presence of an abscess. Diitzmann,!° 
by examining 40 cases in this way, was able to support Cirschmann’s 
observations and to prove the value of them as a diagnostic means, 
but also in some interesting cases as a means of differential diagnosis. 
Since Ciirschmann’s observations Da Costa,!4 Tiirk,!® Coste!® and 
others have supported his views by separate investigations, and in 
most Continental schools the estimation of the leucocytes has come to 
be recognised as an important addition to the earlier methods of 
diagnosing inflammatory and suppurative conditions, more especially 
in the surgery of the abdomen and pelvis. 

In examining a large number of gynecological cases in this way 
I have proved to my own satisfaction that where temperature and 
other physical signs fail to give evidence of the presence of pus an 
increased number of leucocytes is often the only indication for 
operative interference and its value is proved by the discovery of 
suppuration at the time of operation. Without going into the 
subject of leucocytosis in its relation to abdominal and pelvic 
suppuration in general, I should like to quote a few cases illustrative 
of the value of this method in cases of parametritis :— 


Fri. N., et. 25, was admitted into the Klinik with a large parametric 
exudation in the posterior parametrium. She had been in hospital a year 
before when suppuration had occurred, and an abscess had burst 
spontaneously into the rectum. On admission her temperature was some- 
what raised, and the number of the leucocytes were greatly increased. 
The following gives a short history of the course of the condition during 
the patient’s stay in hospital :— 


Leucocytes. Temperature. * 
On Admission 35°300 38°6° C. 
Incision per vaginam. Discharge of sero- and bloody 
purulent fluid. 

5th 16°900 38°1 
11th 19°100 39°2 
17th Second Incision. Discharge of large quantity 

of Pus. 

18th 9°700 37 
23rd 13°200 37 
29th 13°900 37°4 


* For practical purposes 1°C. equals 2°5° Fahrenheit, and the approximate values of 
the Celsius Scale in Fahrenheit is as follows :— 
Celsius. Fahrenheit. 
37°5 tue faye) ae <one 98°4 
38 Gas: Visser! “Sue ee 100 
39 Wwe lege Wee 102 
40 OT aa ee 105 
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There are several interesting points to be noted in this case. The 
temperature was raised, and itself to a certain extent suggested the 
presence of pus, but there was in this case on admission a very great 
increase of the number of leucocytes, quite out of proportion to any 
increase due to the slight rise of temperature. It is not my intention 
in the present paper to go into the question of the relationship of 
temperature to the increase in the number of the leucocytes, but it 
will suffice to say that rise of temperature apparently does increase 
leucocytosis to some extent without the presence of suppuration. 
The large number of the leucocytes seemed to denote the onset of 
the suppurative condition in this case, for at the first incision an 
actual abscess cavity was not opened into, the suppuration 
apparently only commencing and not forming an abscess until the 
date of the second incision. Between the dates of the first and 
second incisions the number of the leucocytes after the first 
operation was beginning to rise again, showing the probable 
presence of pus. On the day following the second operation the 
leucocytes had fallen to 9,700, and with a slight rise in their number 
towards the end of her stay in hospital she was dismissed completely 
relieved of her condition, although the abscess cavity had not quite 
ceased discharging and there was considerable resistance still to be 
felt through the posterior fornix. Another case which was also of 
much interest was that of 


Frau D., et. 25, was admitted two months after the birth of her 
fourth child, in a very weak condition. There was no rise of temperature. 
A large exudation had formed posteriorly and in the left parametrium. 
The number of leucocytes was 14,900 on admission :— 

Day of Disease... Ist 2nd 3rd 4th 6th 14th 
Temperature .... C.37°2 37°8 37°5 38°4 — Normal 
White Blood 

Corpuscles 14,000 13,000 16,200 17,400 Operation 9,200 
The temperature in this case was only raised slightly two days before 
operation, but the white blood corpuscles showed considerable increase 
from the beginning, the number slowly increasing, so that operation was 
considered advisable on the 6th day. An incision through the posterior 
fornix emptied a large quantity of pus from an abscess cavity. The 
patient rapidly improved from that date, and with the application of the 
hot air treatment was dismissed cured. A slight resistance was still 


present in the fornices. A week after the operation the leucocytes 
numbered 9,200. 


This case is of interest in that the increase of the number of the 
leucocytes was not very great, and did not attain the number which 
Ciirschmann in his excellent work has quoted as denoting the 
presence of pus, but in this case the fact that after two months of 
chronic illness the blood corpuscles gradually rose justified the 
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supposition of the presence of pus and the need for surgical interfer- 
ence. Two other cases are also of interest as a contrast, in that high 
temperature was present in both during puerperal fever with exuda- 
tion, and where in one case the number of the leucocytes served to 
indicate the presence of pus :— 


3. Frau M., et. $1. 
Day Ist 2nd 3rd 4th Sth 6th 7th 8th Iith 
Highest 
Temperature . 40°6 40°2 406 39°7 39°2 — — — — 
White Blood 
Corpuscles ... — — 20,600 25,200 — — 21,100 14,100 7,200 
Operations -_ — — Operation 
(Drainage per vaginam). 
A large quantity of pus containing streptococci was evacuated at opera- 
tion. 


4. Frau T., et. 33. 
Day Ist 2nd 4th Oth 6th 8th 10th Ilth 14th 
Temperature .. 38°6 40°7 40°3normal40°2 40°1 406 39°7 4071 
White Blood 
Corpuscles . 11,900 10,700 — 9,200 — 11,400 9,900 19,200 — 
Drainage Extirpation of Death 
Uterus 
In this case, with a very high temperature and some parametric exudation 
on the left side, there was relatively very slight rise in the number of the 
leucocytes. Incision of the exudation failed to detect pus. 

This case shows a very slight increase in the number of leucocytes 
in a very virulent case of puerperal fever occurring in a strong 
healthy woman, which terminated fatally. A large number of cases 
might be quoted illustrating the value of the leucocyte count, and 
there is only one other case which I should like to record which 
illustrates its diagnostic value in septic joint affections complicating 
puerperal fever : — 

Frau A. was admitted on the 10th day after childbirth with acute 
puerperal fever. Examination of the uterine contents after Déderlein’s 
method revealed a large number of streptococci. The uterus was enlarged 
and tender, but there was no retention of pus, and there was also no 
exudation in the lateral parametria. An examination of the leucocytes on 
admission showed marked increase, 21,200. Two subsequent estimations 
between the Ist and 4th days gave 18,800 and 24,200 respectively. There 
was no local condition to account for the increase, but on the 3rd day 
patient complained of pain and swelling of the knee joint. She was 


removed to the surgical hospital, where the knee joint was incised and a 
large quantity of pus removed. 


Thus from this case we may conclude that where there is no local 
condition of the genital organs to account for a large increase of the 
leucocytes we must be warned of a possible focus of suppuration in 
some distant part of the body. 
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In puerperal fever, with or without exudation, there is usually 
a slight rise in the number of the leucocytes, in those cases which 
do not pass on to suppuration, up to about 15,000. If the number of 
leucocytes increases above this number, especially when they tend to 
remain so, or go on steadily increasing, one is justified in suspecting 
the presence of pus and proceeding to operation. This number is 
lower than that given by Ciirschmann, who considers that the 
indication for operation depends on an increase in the leucocytes 
between 22,000 and 30,000. In a few cases of suppurating parametric 
exudations in which operation revealed the presence of pus this 
number had not been attained. Diitzmann?? reports also several 
cases in which pus was present when the number of leucocytes 
was much less than those given by Ciirschmann. A sudden increase 
in the number may occur temporarily and then fall very considerably 
again without evidence of any pus formation, but a gradual increase 
of the white blood cells, which after several estimations remains at 
or approach 20,000, seems to be a fair indication for surgical 
interference in pelvic exudations. 

Examination of a large number of cases has shown that although 
influenced in all probability to a slight extent by temperature, 
leucocytosis can be relied on in the majority of cases to denote the 
presence of pus where the temperature or other signs and symptoms 
fail. 

In the treatment of pelvic exudations they may be divided: into 
two great classes clinically—those which end in suppuration and 
those which go on to absorption, which in most cases submits the 
patient to long and weary invalidism. It is more particularly in this 
latter form that present means of treatment fail to give the satis- 
faction and relief to the patient so much desired. The treatment in 
these cases has largely been passive and expectant, directed towards 
relieving the symptoms of the patient, and allowing nature to carry 
out a slow and often complete cure. During the last two years, in the 
Greifswald Klinik, a method of treatment has been adopted in these 
cases which has met with great success and which is carried out as a 
routine treatment in certain causes of pelvic exudation. 

Prof. Bier!! has of late carried out a treatment with most 
favourable results in certain cases of joint affections, edema and 
other conditions, which has caused Prof. Martin to apply the same 
treatment to obstinate and chronic cases of pelvic exudation, with 
equally favourable result. This treatment consists in the bringing 
about of an active hyperemia by means of hot air. In an article in 
Der Therapie der Gegenwart and in his splendid work which has 
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recently appeared, Hyperdmie als Heilmittel, Prof. Bier, as the result 
of experimental and clinical observations, ascribes to active 
hyperemia the following actions :— 

1. The power of alleviating pain. 

2. A bactericidal action. 

3. The power of promoting absorption. 

4. The power of loosening adhesions. 

5. The power of stimulating general nutrition and regenerative 
processes. 

I think if we consider these actions and the effect they are likely 
to have when brought to bear on pelvic exudations that the addition 
of this means of treatment by these conditions is of the highest value, 
and the results obtained by Prof. Martin in the Greifswald Klinik 
have proved them to be of great benefit in these obstinate conditions. 

The action of hot air in calling forth an active hyperemia is not 
localised to superficial surfaces of the body, as proved by the 
experiments of Klapp,!° who established that the hyperzmia is also 
called forth in the abdominal cavity and its contents when the hot 
air is applied to the surface of the abdomen, so that one is justified in 
supposing that the action in pelvic exudations is a local as well as a 
general one when it is applied to the abdomen and pelvis of the 
patients. The following are two cases in which the hot air 
treatment was used :— 


Frau Z., wt. 35, was admiited to the Klinik, having given birth three 
months before to her seventh child. A fortnight after the birth she noticed 
a swelling on the left side. She had on her admission a stone-hard left- 
sided exudation about the size of a man’s fist. She was unable to work, 
and could only walk with difficulty. There was no rise of temperature, 
and only on four occasions did the temperature rise above the normal 
during her 36 days’ stay in hospital. She was treated from the beginning 
with the hot air treatment, and rapidly improved. It was applied daily 
on 22 occasions. Her pain after four or five applications was completely 
relieved, and there was rapid diminution in the size of the exudation until 
her dismissal at the end of a month, when she was completely relieved of 
all difficulty, there only remaining a slight resistance in the position of the 
previous exudation. 


The important points to note about this case are the rapid 
alleviation of pain and the large size of the exudation with its rapid 
absorption. The next case is that of 


Frau V., zt. 22. A primipara, who had given birth to a child six 
months previously. Shortly after the birth she complained of pain and 
discomfort in the lower part of the abdomen. On admission there was a 
double exudation in the right and left parametria, which were filled up 
with hard stone-like tumours. She had no rise of temperature on 
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admission. Hot air treatment was begun on the 3rd day after admission, 
the patient being placed in the apparatus, and the air gradually heated 
till a temperature of 125° C .was reached in the course of 25 minutes, a 
temperature which the patient was unable to bear any longer. This was 
repeated every day until the 25th day, when the tumour on examination 
was found to have softened and to be fluctuating. An incision was made 
through the posterior fornix, when a large quantity of pus was removed. 
The patient never had any temperature, and left hospital a week later 
relieved of all pain, and with slight resistance remaining in the parametria. 


This case affords an excellent example of the effect of hyperemia 
in hastening on the suppuration, where in all probability nature 
would have taken a much longer time to bring it about. 

In the more recent cases of exudation the effect of the hot air 
treatment seems rather to tend towards the development of suppura- 
tion, while in the more chronic cases there is greater tendency to 
cause absorption. The method of application is as follows :—The 
patient is placed in the apparatus, which is in the shape of a large 
box with two openings at the lower end through which the thighs 
pass, and a large opening at the upper end for the lower part of the 
trunk. It encloses the body from the margins of the ribs above to 
the knee joints below, so that the whole abdomen and pelvis are 
exposed to the action of the air, which is gradually heated by means 
of a spirit lamp or gas, the temperature being controlled by means of 
a thermometer inserted through the roof of the apparatus. As a 
rule the process of heating lasts for half an hour, by which time the 
temperature has reached 130°—150° C. The patient is only covered 
with a vest or nightdress, which can be drawn up to allow the whole 
abdomen and pelvis to lie bare. A tubular speculum may be 
introduced into the vagina to allow of the better access of the air to 
the roof of the fornices. As a rule on the first occasion the patient 
begins to complain of the excessive heat when the temperature 
reaches 100° C., and cannot stand more than 110° C. on the first day, 
but at each subsequent application she can bear a higher temperature, 
often up to 150° C. without inconvenience. The whole surface of the 
body included in the box is in a state of acute hyperemia, which 
begins when the temperature approaches 100° C. Profuse sweating 
occurs, and the patient feels quite comfortable until towards the end 
when the temperature reaches its limit. The heating apparatus is 
then removed and the air in the box allowed to cool gradually down 
to the body temperature before the patient is allowed to leave the 
apparatus. 

The patients feel greatly relieved by the treatment, and rapidly 
improve. Physiological processes throughout the body are stimulated 
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so that appetite increases, the patients become more energetic and no 
longer have that listless apathetic appearance which these patients so 
frequently present. The local changes are hastened, so that 
absorption or suppuration more rapidly supervene. Even after a few 
applications a previously stone-hard exudation begins to soften and 
break down. This treatment in the Klinik has largely taken the place 
of all former local applications, such as glycerin and ichthyol. 

Certain contra-indications to the treatment must be borne in 
mind. For obvious reasons patients suffering from high fever should 
not be subjected to the treatment. It should be discontinued during 
a menstrual period. Certain general conditions, such as cardiac 
disease, contra-indicate its use. 

In reviewing shortly the study of these cases the following points 
may be deduced from it :— 

1. That in 80 per cent. of these cases the exudation was due to 
child-birth, the remaining cases resulting from surgical operation. 

2. That the exudations were most common in the lateral para- 
metria, more especially the left, but were liable to spread to and 
involve the other parametria, showing no tendency to limitations 
along certain lines as some anatomical observations might lead us to 
suppose. 


3. That the majority of cases when admitted into hospital no 
longer suffered from fever, and that the presence or absence of this 


symptom is not a definite indication of the appearance of suppura- 
tion. 


4. That in Leucocytosis there is a much more reliable means of 
diagnosing the presence of pus, and that where the leucocytes steadily 
increase on repeated examination, and especially when they reach 
the number of 20,000 per cm. or over, surgical interference is 
justifiable. 

5. The majority of pelvic exudations cure by absorption rather 
than by suppuration. 

6. The most frequent cause of suppuration is the streptococcus 
pyogenes. 

7. The hot air treatment has proved a very valuable addition to 
the treatment of this condition, more especially in large or very 
chronic exudations, or in those patients where pain and discomfort 
result from cicatrices and thickenings in the parametria, the remains 
of former exudations. 

8. The chief contra-indications to this treatment are fever, 
menstruation and heart disease. 
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In conclusion, I desire to express my best thanks to Professor 
August Martin and the assistants in the Frauen-klinik for kindly 
courtesy and assistance extended to me during the time spent in the 
klinik. 
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THE AZETIOLOGY OF TUBAL PREGNANCY. 


By HENRY RUSSELL ANDREWS, M.D., B.S. (Lond.), M.R.C.P., 
Assistant Obstetric Physician to the London Hospital. 


Pervusat of the literature on the etiology of tubal pregnancy 
produces a mass of conflicting evidence. In this paper an attempt 
has been made to classify this evidence, and to reduce it more or less 
to “ pro and con.” 

The conditions which have been considered to be the causes of 
tubal pregnancy may be divided up under eight headings : — 

1. Salpingitis and perimetritis. 

. Persistence of infantile conditions in the tube. 

. Polypi, diverticula, etc., in the tube. 

. Puerperal atrophy of the tube. 

. Atavism, reversion to a lower developmental type of tube. 
“External wandering ” of the ovum. 

. “Internal wandering ” of the ovum. 

. Abnormalities of the ovum itself. 

Besides these, mental shock or excitement during coitus, causing 
peristalsis in the tube has been considered to be a cause of tubal 
pregnancy. 

The evidence for and against these various theories will be 
considered, the authorities quoted being taken, as far as possible, in 
chronological order. 

1. Salpingitis and Perimetritis. The theory which has found 
most adherents is that which assigns the causation of tubal pregnancy 
to salpingitis and perimetritis. 

Virchow,*? in 1850, was apparently the first to suggest, from his 
experience in the post-mortem room, pelvic inflammation as a cause 
of tubal pregnancy. 

Catarrhal inflammation of the tubes, resulting in the loss of cilia, 
was suggested by Schroeder in 1872. 

Martin,!* in 1881 and 1886, considered tubal inflammation to be 
the cause of tubal pregnancy. Later, as will be seen below, he 
changed his views. 

Lawson Tait,3! in 1889, looked on desquamative salpingitis as 
being responsible for the occurrence of tubal pregnancy. He 
considered that the uterus was the seat of normal conception, and 
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that the function of the ciliated lining of the Fallopian tube was to 
prevent spermatozoa from entering the tube. The impregnated ovum 
required a raw, denuded surface to settle upon, and the provision of 
such a surface was one of the results of salpingitis. 

Olshausen,!” in 1890, considered that old inflammation with its 
results, loss of epithelium or rigidity of the infiltrated tube wall 
leading to diminished peristalsis, was a cause of tubal pregnancy. 

Orthmann,”° in 1890, described the microscopical appearances 
of the uterine end of the pregnant tubes which he had examined. In 
the majority of cases these were characteristic of catarrhal salpingitis. 
He discussed Werth’s theory that these changes might be due to the 
irritation produced by the neighbouring developing ovum. Orthmann 
preferred to consider that catarrhal salpingitis was the cause of the 
changes in the mucous membrane, muscle and intramuscular 
connective-tissue, and also of the intramuscular branchings of 
processes from the tubal lumen, pointing out that the usual 
accompanying peritoneal changes, leading to adhesions, twisting of 
the tube, etc., were also found. He held that catarrhal salpingitis, 
with its results, was the essential cause of tubal pregnancy. As 
regards the irritation theory, he thought that the decidua-like 
proliferations of the peritoneal cells might be due to the irritation 
produced by the developing ovum. 

Prochownick,?? in 1895, reports a case in which the part of the 
tube between the ovum and the uterus contained sero-pus, in which 
numerous living gonococci were found. In another of Prochownick’s 
cases gonorrhea and tubal pregnancy both resulted from the 
first coitus. On both sides of the ruptured sac the tube contained 
pus in which gonococci were found. However, as salpingitis does not 
immediately follow infection with gonorrhea this case cannot be 
considered to prove that an ovum may settle in an acutely inflamed 
tube. 

Schauta,”4 in 1896, was able to make a careful examination, in 
46 out of 49 cases operated on by himself, as to the presence of 
salpingitis. In 32 out of the 46 cases there were, apart from 
perimetritic adhesions, undoubted signs of chronic salpingitis on the 
non-gravid side, and of such gravity in 2 of these that he removed the 
non-pregnant tube as well as the pregnant. He considers that salpingitis 
is a great cause of tubal pregnancy—catarrhal inflammation of the 
uterus, usually ascending gonorrhea, attacks the tubes. The tubal 
mucous membrane, however, is not all affected at once, but gradually 
and by a process of extension. So, in the neighbourhood of the spot 


where the ovum becomes imbedded, especially towards the ampullary 
3 
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end, quite normal mucous membrane may be found. A patent 
ostium abdominale and normal condition of the greater part of the 
tubal mucous membrane can be admitted without weakening the 
connection between catarrh of the tubes and tubal pregnancy. 

Diihrssen,? in 1897, wrote a long paper based on 37 cases of his 
own. He says: “If endosalpingitis be a cause of tubal pregnancy, 
this endosalpingitis being usually due to an ascending process from 
the uterus, one would expect to find the evidences of inflammation 
more marked at the uterine end, less at the abdominal end.” His 
own investigations convinced him that this differing intensity of 
inflammatory changes is found. In one of his cases cilia were 
present on the abdominal side of the ovum, absent on the uterine side. 
In 24 out of 35 cases, 7.e., in 68°6 per cent. of his own cases, Diihrssen 
found evidence of tubal disease existing before the pregnancy, and in 
many of these cases he considered that the disease must have been 
of long standing. Diihrssen considers it very rare for a woman with 
healthy genital organs to suffer from tubal pregnancy. Cases in 
which no disease of the tubes has been found may often be explained 
by the fact that only macroscopical examination has been made. He 
asks: “Is the pre-existing inflammatory alteration in the tube the 
cause of tubal pregnancy?” If all the cilia were lost, pregnancy of 
any sort, excepting ovarian, would probably be impossible, because 
the ovum would not enter the tube. Diihrssen has frequently tried 
to find spermatozoa in the tubes of young women with healthy 
adnexa, during his numerous vaginal fixations, but has not succeeded, 
though he once found them in pathologically altered tubes. Do 
spermatozoa normally enter the tubes? If so, tubal pregnancy may 
occur if the ovum is impeded in its journey through the tube. If 
they do not normally enter the tubes the want of cilia which prevents 
the ovum coming down the tube to the uterus would favour the 
entrance of spermatozoa. Diihrssen asks: ‘“‘ If these changes in the 
tube are the result of pregnancy, why are similar changes not seen in 
the uterus in intra-uterine pregnancy ?’ 

Engstrém operated for tubal pregnancy on four women whom he 
had previously treated for salpingitis. 

Van Obt?® found inflammatory changes, in most cases attributable 
to puerperal causes, in 19 out of 22 cases of tubal pregnancy. 

Kiistner® found pus in a pregnant tube, close to the gestation 
sac. He looks on the loosening and hyperemia of the tubal mucous 
membrane remaining after salpingitis as being comparable to the 


menstrual congestion in the way of making the mucous membrane 
suitable for implantation of the ovum. 
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Mandl and Schmit,}? in 1897, found that in 24 out of 77 cases 
there had undoubtedly been previous gonorrhea. They point out 
that tubal pregnancy is very rare in animals as compared with its 
frequency in women, and that inflammatory diseases of the tubes are 
also very rare in animals. 

Glitsch,5 in 1900, discusses the etiology of tubal pregnancy. His 
own cases, he says, point to inflammatory conditions as a cause. In 
17 out of 43 cases there were definite evidences of inflammation of the 
non-pregnant tube. He agrees that many adhesions are only conse- 
quences of tubal pregnancy. He concludes— 

1. There is no one single cause of tubal pregnancy. Usually 
when tubal pregnancy occurs there is a sort of predisposition on 
which acts some more or less accidental exciting cause (Gelegenheits- 
ursache). 

2. The most common cause is inflammatory change in the tubes 
and neighbouring tissues. All other causes, such as infantile type of 
tube, polypi, tumours, etc., and external and internal wandering of 
the ovum are comparatively rare. 

3. The cause of the inflammation is usually infection by micro- 
organisms, most commonly gonococci, sometimes puerperal infection 
or tubercle. 

Opitz}® is the latest upholder of the theory that salpingitis is a 
cause of tubal pregnancy. His paper, which appeared in 1902, is 
based on examination by serial sections of the part of the tube 
between the ovum and the uterus in 23 cases. In every case he found 
evidences of old salpingitis. He lays great stress on the changes 
found in the tubal mucous membrane. His description of these 
changes is very much the same as that given by Orthmann. The 
folds are thickened, not merely because they are edematous; on the 
other hand, the stroma is denser than it is normally. The folds are 
united to one another by adhesions of old standing with formation of 
culs-de-sac. Besides these culs-de-sac there are numerous prolonga- 
tions of the lumen into the muscular tissue of the tube, these 
prolongations usually running at right angles to the long axis of the 
tube. There are also signs of inflammation, old adhesions, on the 
outer side of the tube in almost all cases. Opitz considers that the 
edema and infiltration with leucocytes noticed in the tube wall by 
many observers are consequences of pregnancy and not results of 
salpingitis, and is of opinion that we ought to be able to distinguish 
between recent and old inflammatory changes in the wall, and also 
between recent and old adhesions. The above-mentioned changes in 
the mucous membrane are more marked the nearer we approach 
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to the uterus. Opitz considers that the acute inflammation must 
have passed off before implantation of the ovum can occur. Although 
he did not examine his specimens in the fresh state, he saw evidences 
of cilia being still present. He does not consider that peristalsis of 
the tube could assist, or want of peristalsis hinder, the passage of so 
small a body as the human ovum. He suggests that the ovum may 
itself have some power of motion, citing the occurrence of ameeboid 
movements in the segmentation-spheres. 

Against the theory that salpingitis is a cause of tubal pregnancy 
several writers must be considered : — 

Werth, in 1888, held that the changes found in pregnant tubes 
were a result rather than a cause of the tubal pregnancy. 

Zedel,?® in 1893, examined the uterine end of the tube in four 
cases of tubal pregnancy, and found cilia present in all. In three 
other cases, with a different method of preparation, he was able to 
see active movement of the cilia. He quotes Veit, who also saw the 
cilia moving in three cases. 

Martin,’ who had formerly considered that tubal inflammation 
was a cause of tubal pregnancy, in 1893 looks on the changes in the 
tube as being much more probably consequences than causes. He 
considers that if there has been endosalpingitis there must be a 
restitutio ad integrum or, at any rate, an almost complete recovery, 
before pregnancy can occur in the tube. He agrees with Wyder that 
contact between the ovum and spermatozoa occurs physiologically in 
the uterus, and that spermatozoa only exceptionally pass beyond the 
internal ostium of the tube. Where the meeting occurs there the 
ovum remains. If the soil at that point is favourable development 
progresses, if not the ovum dies. Wandering of an impregnated 
already enlarged ovum is inconceivable. He does not bring forward 
evidence to prove these statements. 

Strassmann *® considers that the tube is the usual meeting place 
for the spermatozéon and ovum. 

Again, in 1895, Martin 4 writes that he considers that as long as 
a chronic interstitial salpingitis exists the woman is sterile, so neither 
uterine nor extra-uterine pregnancy will occur. He explains Ahlfeld’s 
experience at Giessen and Marburg, where he only saw one case of 
tubal pregnancy in nine years, as due to the fact that country patients 
are less willing to submit themselves to examination and operation 
than are patients in large towns. Upholders of salpingitis as a cause 
of tubal pregnancy explain Ahlfeld’s experience as due to the fact 


that gonorrhea is less common in country districts and small towns 
than in large towns. 
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Prochownick,?* in 1895, found that in one out of his eight cases 
comparison of the mucous membrane of the uterine end of the 
pregnant tube with that of a healthy tube from a virgin showed no 
differences. In two other cases, although the history pointed to 
previous tubal catarrh, no evidence of this could be found 
microscopically. 

Pagny,”! in 1897, considers that salpingitis is unfavourable to the 
occurrence of tubal pregnancy. In only four out of 20 of Pinard’s 
cases could he find evidence of previous inflammation. 

Bland-Sutton,®° in 1896, considers that a healthy Fallopian tube 
is more likely to become pregnant than one which has been inflamed. 

Kreisch,’ in 1899, discusses inflammation of the tubes as a cause 
of tubal pregnancy. His specimens do not lead him to consider that 
this is the only cause. He considers that the causes which lead to 
tubal implantation of the ovum are many and various, and with 
careful examination, macro- and microscopical, can generally be 
found. 

Braun-Fernwald,? in 1902, discussing tubal inflammation as a 
cause, points out that the fact that the non-pregnant tube is in a 
condition of hydrosalpinx cannot by itself be taken as proof that 
salpingitis was present before the pregnancy, and was the cause of 
the pregnancy being tubal. A large hematocele might seal up the 
end of a healthy tube, thus leading to hydrosalpinx. 

2. Persistence of the Infantile Condition of the Fallopian Tubes. 
Freund,‘ in 1888, considered that persistence of the infantile type of 
tube, with spiral windings, was a cause or the cause of tubal 
pregnancy. 

This theory received support, in 1893, from Abel, who considered 
that in women who had repeated tubal pregnancies the tubes had 
retained their infantile conformation, and that in these cases tubal is 
the usual form of pregnancy. 

Against this theory, Martin,!* in 1895, says that he has not often 
seen the kinking of the tube described by Freund, and that when it 
does occur it will usually disappear on removal of the contained 
ovum, i.e., the kinking is a consequence, not a cause, of tubal 
pregnancy. Some patients who have had repeated tubal pregnancies 
have also had normal uterine pregnancies, a fact which argues 
against Abel’s above-mentioned theory. 

Diihrssen,? in the paper quoted above, points out that if Freund’s 
suggestion that persistence of the infantile type of tube is a cause of 
tubal pregnancy were correct we would expect to meet with tubal 
pregnancy most frequently in primigravide. Tubes of the so-called 
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“infantile type,” i.e., which are markedly tortuous, are usually as 
thick as one’s thumb. This thickening is the result of inflammation. 
Again, Freund states that in the tubes described by him the median 
curves are very seldom preserved. It is noteworthy that tortuosity 
due to salpingitis is usually most marked at the uterine end. Uterine 
pregnancy subsequent to tubal does not seem to be of such rarity as 
Abel declares it to be. 

Opitz!® points out that in rabbits the tubes are much more sinuous 
than in the so-called infantile condition, but rabbits’ ova, which are 
both relatively and absolutely far larger than human ova, pass down 
the tube into the uterus without difficulty. 

3. Diverticula, Polypi, etc., in the Tube. Several observers, e.g., 
Leopold ®!° and Wyder,?” have described cases in which polypi in the 
tube seemed to be responsible for the arrest of the ovum, and the 
consequent tubal pregnancy. 

Diihrssen? describes a polypus which he found immediately 
between the ovum and the uterus, completely filling the lumen of the 
tube. He quotes other cases, and throws doubt on the connection 
between the polypus and the tubal pregnancy in most of them. 

Kreisch* considered that in one of his cases the polypous condition 
of the tubal folds prevented the ovum from reaching the uterus. 

Henrotin and Herzog,® in 1899, described a very interesting case 
of extra-uterine pregnancy in an accessory pavilion which did not 
communicate with the main tube. They quote several other cases, in 
most of which the accessory communicated with the main tube. 
They also describe a case of tubal pregnancy in a diverticulum. 

Opitz !® considered that in one of his cases the ovum had been 
caught in a diverticulum. 

Mandl and Schmit,!* in 1897, published an interesting series of 
experiments bearing on the question of atresia of the tube as a cause 
of tubal pregnancy. They experimented on rabbits, guinea-pigs, 
and a bitch, thus : — 

1. Both tubes were ligatured at their junction with the uterine 
cornu in 8 animals, 1 to 3 days post coitum. In no case did tubal 
pregnancy occur. 

2. Only one tube was ligatured, as above, in 4 animals. The tube 
and uterine horn on the ligatured side were found empty, the other 
horn pregnant, in every case. 

3. One uterine horn was tied in one case in the middle, in another 
case in its upper one-third, in 2 other cases near its junction with the 
tube. Both tubes were found empty, the unligatured horn and the 
portion of the other horn above the ligature pregnant, in every case. 
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4. One tube was ligatured, removed 4—10 days later and 
examined by serial sections. The tubal mucous membrane was 
everywhere normal, there was no decidual reaction and the ovum was 
found to be degenerating. 

Their deductions from these experiments were that the mere fact 
that the tube is not patent cannot of itself be the reason why tubal 
pregnancy occurs. They consider that (i.) the ovum must be hindered 
in some way from passing on into the uterus, and (ii.) the tube 
must be capable of decidual reaction. They do not agree with 
Clarence Webster’s*4* explanation of the reason why some tubal 
mucous membranes can produce decidua while others cannot. They 
ask :' “ Does the tubal mucous membrane in the human female always 
form decidua when the ovum for any reason is prevented from 
reaching the uterus?” 

4. Puerperal Atrophy of the Tubes. Diihrssen,’ in 1897, suggested 
puerperal atrophy as a cause of tubal pregnancy. He was struck by 
the fact that, of his own cases, 7 out of 29 women suffered from tubal 
pregnancy within a year after the termination of an intra-uterine 
pregnancy. In one case no trace of inflammation could be found, 
and the patient became pregnant again, the pregnancy this time 
being intra-uterine, within a year after the operation. His observa- 
tions have convinced him that there is a marked atrophy of the tubes 
after uterine pregnancy, whether the patient suckles or not. The 
tube wall is not so compact as usual, spaces being found in it. The 
nuclei of both muscle and connective-tissue cells are smaller and 
narrower than usual. There is a striking increase in the width of the 
lumen, and atrophy of the folds throughout the whole length of the 
tube. The muscle is atrophied, therefore there is diminished 
peristalsis. The lumen is widened, therefore, together with the 
diminution of peristaltic movements, the entrance of spermatozoa is 
favoured, and the ovum is not carried on into the uterus. 

The views of Opitz!® on the effect of peristalsis on the ovum have 
been quoted above. 

5. Atavism, reversion to a lower developmental type of tube. 
Clarence Webster,** in 1895, considers that some tubes can produce 
decidua, others cannot. “ Decidual tissue is, it must be believed, 
essential to the attachment and development of the young ovum”... 
“ Among those animals (some non-mammalians) possessing a genital 
tract, the least specialised condition is that in which there is no 
distinction between oviduct and uterus, in which the tract is bilateral 
and in which the ova may develop practically along its whole extent.” 

* Vide infra. 
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. “ When we come now to the human female, in which the single 
uterus exists, we find that the decidual changes induced by pregnancy 
in the great majority of cases take place only in the uterine mucosa | 
where the ovum normally grows. However in some cases . . . the 
tubal mucosa can, in great or small extent, respond to the genetic 
influence as well as that of the uterus. This is probably because of 
some developmental fault whereby there is a reversion either of 
structure or reactive tendency in the tubal mucosa to an earlier type 
in mammalian evolution. I mean that in which a larger portion of 
the Miillerian ducts showed decidual reaction. Because of these 
occasional changes in the Fallopian tube conditions are brought about 
capable of establishing with a fertilised ovum that relationship which 
is essential to its development.” . . . ‘‘ Ectopic pregnancy probably 
only occurs when fertilisation takes place above the part of the 
mucosa showing the decidual reaction. In this connection we are 
able to understand the part played by such conditions as inflamma- 
tion, displacements, tumours, etc., in the tube or outside it, which lead 
to some interference with the free continuity of the tube lumen.” 

Patellani,?? in 1896, considers that human tubes may be looked on 
as not being in quite functional activity. “Ifa portion of Miiller’s 
duct remains in an earlier phylogenetic stage as regards its morpho- 
logical development (Freund’s spiral windings in adult women), this 
section of the genital tract will correspond as regards function also 
to the same part of the genital tract of the lower animals.” 

Moericke,!5 in 1900, discards the theories that the implantation of 
the wandering ovum in the tube is brought about by simple obstruc- 
tion to its progress, and that perimetritis and gonorrheal salpingitis 
are responsible for the occurrence of tubal pregnancy. From his 
‘developmental and social studies” he is inclined to agree with 
Clarence Webster as regards atavism. He thinks that such conditions 
as bad hygiene are much more responsible than gonorrhea. Tubal 
pregnancy is far more common among the poor than among the rich. 
He considers that the ovum can implant itself on the tube if the 
latter is developmentally defective. 

Against the “atavism” theory Opitz !® maintains that as there is no 
animal whose tubes can serve as “ brood-cavity” for the developing 
ovum, there can be no question in the higher animals of a “ throw- 
back ” to an earlier period of development if the ovum be implanted 
in the tube. 

6. “ Eaternal Wandering” of the Ovum, i.e., wandering in the 
peritoneal cavity external to the uterine cavity. It has often been 
noticed that the ovary on the side corresponding to the pregnant tube 
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does not contain a recent corpus luteum, while there is a recent 
corpus luteum in the other ovary. As the ovum in these cases had to 
make a longer journey than usual it was suggested that it became 
during this journey too large to pass through the tube. 

Sippel,?” in 1892, suggested that the size of an ovum which has 
gone beyond the usual time without entering the uterus is not of so 
much importance as the facts that (i.) its surface has become rough, 
and (ii.) it has already acquired the property of exciting the specific 
stimulus which causes the formation of a decidua. Recognising the 
value of recent work on the subject, Sippel,?> in 1901, modifies this 
suggestion thus: —‘ The ovum has acquired the power of boring its 
way through epithelium.” Sippel claims that cases of ectopic 
pregnancy in which the ovum is implanted on the fimbria ovarica, 
e.g., a case recorded by Martin, prove that impregnation of an ovum 
in the abdominal cavity is possible. 

Anyone who denies the connection between external wandering of 
the ovum and tubal pregnancy must say, as the two comparatively 
often occur together, either (i.) that external wandering is a common 
occurrence, or (ii.) that the impregnated ovum does not come from 
the follicle which forms the corpus luteum. The former suggests 
that the arrangement of the genital organs is faulty, the latter goes 
directly against our knowledge of facts. How does the external 
wandering of the ovum occur? Possibly peristaltic action of a coil 
of gut determines the movement of the ovum from one side to the 
other, or the current produced by the cilia on one side may be weak. 

Lode’s ! experiments with ascaris ova have proved the existence 
of such a current. If there be a weak current on one side this fact 
would help to explain the possibility of the spermatozoa reaching 
the abdominal cavity. 

Sippel throws doubts on the value of Mandl and Schmit’s experi- 
ments on the following grounds :—(i.) It is not certain, in spite of 
some reported cases, that extra-uterine pregnancy can occur in such 
animals as those they employed; (ii.) it is not certain that the ova 
had been impregnated before the ligatures were applied. 

Lode," in 1894, injected ascaris ova, selected after trial of various 
small bodies, into the peritoneal cavity of rabbits. At a subsequent 
post-mortem examination both ends of the tubes, the whole length of 
the uterus and the vagina were found to contain no ova, the middle 
part of the tubes contained numerous ova. The animals were not on 
heat. The experiments were only successful when performed on 
sexually mature animals. 

As proof that “external wandering” alone is not sufficient to 
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cause tubal pregnancy Kiistner® records a case in which a woman 
became pregnant two years after he had removed her gravid right 
tube and enlarged left ovary. This second pregnancy was intra- 
uterine. Kiistner removed the ovary of one side and ligatured or re- 
sected the tube of the other side in several rabbits. Extra-uterine 
pregnancy did not follow, though uterine pregnancy occurred 
frequently in the next few years. 

Opitz !® found the corpus luteum on the same side as the pregnant 

tube in 15 out of 18 cases. 
7. “ Internal Wandering ” of the Ovum, 1.e., passage of the ovum 
from one tube to the other across the uterine cavity. v. Schrenck* 
describes one case in which a tube contained two ova of different ages, 
the younger ovum being the nearer to the uterus. (The writer has 
been unable to find v. Schrenck’s paper.) Wyder also describes one 
case, but the ovum was situated not in the tube itself, but at the 
junction of the uterus with the tube. 

8. Abnormalities of the Ovum itself. Olshausen!® suggests that 
in cases where twin tubal pregnancy occurs the ova impede each 
other’s passage through the tube. 

Kossmann,*@ noting the frequency with which the ovaries present 
some abnormal appearance in cases of tubal pregnancy, suggests that 
these pathological ovaries may have supplied pathological ova. With 
regard to this suggestion it is interesting to note that Opitz) found 
the corpus luteum cystic in 7 out of 15 cases. 

For obvious reasons most writers have not considered 
the question of the etiology of ovarian pregnancy. Opitz! 
considers that there are two possibilities—(i.) there is odphoritis with 
resulting density of the tunica albuginea, and consequently there 
is only a minute aperture formed through which the spermatozion 
enters, while the ovum does not escape; (ii.) the escaping ovum may 
be caught by adhesions and held in situ. 
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A FEW REMARKS ABOUT P. MULLER’S 
METHOD OF PELVIMETRY. 


By RENE P. KOENIG, M.D. (Berne), M.R.C.S., L.R.C.P., Chef de 
Clinique and Privat-Docent of Gynecology in the University of 
Geneva (Switzerland ). 


In the April issue of the Journal of Obstetrics and Gynecology of 
the British Empire there appeared a paper by Dr. Munro Kerr giving 
an account of a new method for estimating the relative sizes of the 
fetal head and maternal pelvis. Speaking first of “ Miiller’s 
method,” Dr. Kerr gives Miiller (and Pinard) the credit for having 
been the first to describe a method for testing these relative sizes. 
Miiller’s method, to the usefulness of which he testifies, he has 
frequently, both during labour and pregnancy, employed for the 
purpose of estimating the proportions of the head and pelvis; but 
he has often failed to obtain by it a sufficiently accurate estimate, one 
great disadvantage being that an assistant has to grasp the head and 
press it down into the pelvis. Pinard’s method (estimation by purely 
external manipulation) having the advantage over Miiller’s that all 
manipulations are performed by the operator himself, Dr. Kerr 
advocates a combination of the two methods, which he calls a new 
one. Now I am very much pleased to see an appreciation of Miiller’s 
method by so eminent a gynecologist as Dr. Munro Kerr. Having 
been for two years first assistant at P. Miiller’s clinique I have had 
ample opportunity of testing the value of his method, and I always 
deplored the fact that it is so little known, and still less practised, 
though it may be quoted incidentally in the text-books, English as 
well as Continental. 

But Dr. Kerr’s reservations call for some remarks. His 
description of Miiller’s method is not quite correct, and his own 
“combined method” has been in use at the Berne Gynecological 
Clinique for many years, as well as at the Geneva Clinique since 
Dr. Jentzer’s appointment as Professor of Gynecology. In his 
original paper on the subject! Miiller first describes the manipula- 
tions which, much later, Pinard took up again, and which are 
referred to by Dr. Kerr as Pinard’s method. Then he goes on to say: 
“Should this pressure by external manipulations not succeed rapidly 
it is necessary that one hand should leave the abdomen and its index 
finger be introduced into the vagina, whilst the pressure is continued 
with the other hand.” The examination from the vagina is needed to 
verify the actual descent of the head, which may be simulated by 
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only the anterior part of the head following the pressure, the whole 
head rotating around the occipito-frontal diameter. In fact, ever 
since its origin the method has been practised in the manner 
advocated by Dr. Kerr. But very often the external hand, bent as it 
is at the wrist, is not powerful enough to press down the fetal head. 
It may be that a British grip is more efficient than our own! 
Anyway, we often noticed that in cases where Miiller’s pelvimetry 
was specially called for our own hand was not sufficient, and we 
therefore needed an assistant to apply this pressure. The assistant’s 
part was always considered to be only an incidental help to the 
external hand, when the abdominal muscles, the uterus, or the brim 
of the pelvis itself offered too great a resistance to be overcome by 
one hand alone. 

Further, I always heard P. Miller himself teach his method as 
being not only intended to help in deciding the most suitable time 
for the inducement of premature labour, but chiefly and primarily as 
the really best method of pelvimetry. He used to insist on the small 
value of the ordinary pelvimetry with callipers alone, as the chief 
point is not the contraction of the pelvis (which, by the way, can only 
be very roughly measured by callipers), but the relation between the 
foetal head and the maternal pelvis. This he illustrated by pointing 
to the great number of contracted pelves (comparatively frequent at 
Berne) opposing no real obstacle to the passage of the head, the latter 
being often small and soft in such cases. Lastly, Miiller lays great 
stress on the estimation of what proportion of the surface of the head 
lies beyond the brim, or remains beyond it after the pressing in 
(impression as he calls it). All this is clearly set forth by Miller in 
the paper referred to above, and by Beuttner,? one of Miiller’s former 
assistants. 

As will be seen, Kerr’s method is identical with the one introduced 
by Peter Miiller in 1885, and in use ever since at the Berne clinique, 
and I trust that Dr. Kerr’s authority will contribute to its being 
appreciated as it really deserves, whether it be known as Kerr’s or 
Miiller’s method, although I cannot help thinking that it would be 
only fair to call it after the latter’s name. 
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Pp. MULLER’S METHOD OF COLPECTOMY FOR 
UTERINE PROLAPSE. 


By RENE P. KOENIG, M.D. (Berne), M.R.C.S., L.R.C.P. 


Mucu has been said lately about the treatment of prolapse, and after 
the discussion at last year’s meeting of the British Medical Associa- 
tion, it would almost seem as though nothing remained to be added. 
But although many renowned gynecologists haye expressed their 
ideas, one operation seems to have altogether escaped the notice of 
the profession in England. Neither in the reports of the Manchester 
meeting nor in the otherwise very complete critical review by Dr. 
Donald! do I find any mention made of Miiller’s colpectomy. I 
therefore beg to be allowed to call attention to this operation, 
convinced as I am of its superiority over all other operative treat- 
ment in certain cases of prolapse, provided that two conditions are 
fulfilled. 

1. The vaginal prolapse must be complete, or at least it must be 
possible to evert the vagina completely by drawing down the uterus. 
Otherwise, the dissection of the vagina becomes difficult and very 
tedious. 

2. The vagina must be no longer required for physiological pur- 
poses, and therefore the operation is only indicated when menstrua- 
tion is extinct, and sexual intercourse is no longer in question. 

It is clear that the limits of this operation will not be very wide. 
But it is precisely in these elderly persons referred to that prolapse 
has proved most troublesome, and for this class of patients, especially 
Martin, Fritsch, Edebohls, Bouilly, Doyen, and others have devised 
a pan-hystero-colpectomy, a “thorough, but formidable operation,” 
as Berry Hart has called it. And although F. Edge contends that 
“the most suffering women belong to the category of parous or 
cohabitable age,” I believe that there is still a wide range of patients 
outside this category, or at least of patients who, having passed the 
menopause, are willing to forego the exercise of the sexual function. 
Altogether the indications for Miller’s operation are very much the 
same as for Edebohls’ and others’ hystero-colpectomy, with the 
exception that menstruation must be extinct. The two above- 
named requirements being complied with, I firmly hold that there is 
no operation which can compete, in its results, immediate as well as 
remote, with the one which forms the subject of this note. 
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Briefly stated, colpectomy as described by Peter Miiller? consists _ 
in excising the whole vagina and columnizing its bed; but—and 
this is the original feature of the operation—leaving the uterus 
behind, intact. The idea is to form a compact cicatrical tissue in 
the place of the vagina, on top of which the uterus is firmly imbedded, 
in its normal situation. 

The cervix being drawn down, and the vagina unfolded, the 
mucous membrane is cut through about } inch from the shallow 
recess left between the vagina and the labia minora. Then, beginning 
from this section, which is conducted round the vagina, the entire 
mucous membrane is stripped off, as a rule an easy and rapid opera- 
tion, a few strokes of the knife only being necessary in addition to a 
steady traction to scalp off the whole vagina. Should the cervix be 
hypertrophied, a clean cut with scissors or bistoury will remove it. 
Now the bed of the removed vagina is columnized without regard to 
the uterus. Beginning at the middle of the raw surface, the portions 
of the vagina immediately surrounding the cervix are approximated 
by means of a few stitches, over which two or three layers of sutures 
are put from side to side. It is not necessary to interrupt the suture 
after each layer has been completed, one continuous suture being 
quite sufficient for the whole operation, including the closing of the 
most superficial layer, the mucous membrane itself. As the suturing 
proceeds, the uterus recedes of itself. Should there be much 
bleeding, a few ligatures may be applied, but as a rule the hemorr- 
hage is readily checked by the continuous suture, if care be taken 
to include the bleeding vessel in the stitch. 

Colpectomy can be performed without anesthetics, as I have 
myself done in two cases, in which the vagina was rendered in- 
sensible by means of Schleich’s “ infiltration,” the patients, women 
of over 70 years of age, only complaining of some discomfort due to 
the preliminary scrubbing, and to the position during the operation 
itself. It is hardly necesary to insist on the importance of being 
able to dispense with the use of an anesthetic, when we have to deal 
with elderly people. 

The whole operation may be performed in 10 or 15 minutes. Of 
course, to ensure success, thorough asepsis is a sine gud non, and care 
must also be taken not to leave any dead space between the sutures, 
otherwise hematoma might ensue, with its possible sequela. In all 
cases which I have witnessed or performed myself, the wound healed 
up very readily, and first intention was obtained. The traumatism 
also is so insignificant that rest in bed is not required for more than a 
few days. Peter Miiller recommends allowing elderly women to get 
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up as early as the fourth day, thus avoiding all complications which 
are liable to arise in old age from hypostasis. 

Before quoting results, I must now discuss the great objection 
which will present itself to everyone’s mind on first hearing of this 
method—namely, what happens to the uterus?. Shut off from the 
exterior, unable to evacuate the products of its secretion, will it not 
give rise to some trouble, will not hydrometra or pyometra be the 
unavoidable consequence of colpectomy? I must confess that the 
first time I saw this operation performed this objection presented 
itself with great force to my mind. And it was with some reluctance 
that I shortly afterwards performed this operation, which I could not 
help considering as being opposed to all the laws of physiology. 
That I watched with anxiety the progress of convalescence, I need not 
say. But nothing happened; the uterus remained quiet and small on 
top of the column of cicatrical tissue, not for days only, but for 
months and years afterwards. In fact, in no one of the cases I know 
of (about 30) has any accumulation of fluid been found in the shut-off 
uterus, which always seems to atrophy, although sometimes a certain 
amount of uterine discharge was present at the time the colpectomy 
was performed. In such cases Peter Miiller advocates having the 
uterus first curetted and its mucous membrane cauterised with strong 
carbolic lotion. The somewhat unphysiological appearance of 
Miiller’s method is certainly to be held responsible for the little 
favour it has received so far. An unfortunate misprint which 
occurred in a paper on the subject by Dr. Wormser,? then one of 
Miiller’s assitants, may have contributed to this result. Wormser 
said, “ In none—of the eight cases he reports—(in keinem Fall) did 
hydrometra ensue,” which was printed “in one case” (in einem 
Fall). The few gnecologists who determined on performing 
colpectomy, Pflantz, Bumm, Stocker, Brose, Jentzer, have all declared 
themselves thoroughly satisfied with its results. 

The results are indeed excellent. The uterus is permanently 
retained where it is situated immediately after the operation, and is 
felt there, small and flat, by bimanual palpation from the rectum. 
The place of the vagina is filled up by a strong fibrous scar, the only 
remnant of its cavity being a shallow groove between the labia, }in. 
to lin. deep. I have not seen or heard of a relapse. A first series of 
eight successful cases was reported by Wormser? in 1898, to which 
Biehly ¢ added 13 more in 1902 (several of them operated by myself), 
and quite recently I have had, with Prof. Jentzer, a dissertation for 
the Geneva M.D. made by Miss Kriikowa‘ (in print) to discuss the 
question and give a brief report of all the cases I knew of. Only once 

4 
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was the operation unsuccessful ; this was in the case of a senile woman 
who could not be prevented from tearing off the bandages and pushing 
her fingers into the fresh wound, and who was affected with cystitis 
(case of Prof. Miiller). Infection set in, peritonitis followed, and the 
patient died. With this exception, which can scarcely be laid to the 
charge of the operation, all the patients did exceedingly well; several 
of them were seen from two to six years afterwards. Never could 
even the slightest relapse be found; the uterus was always in the 
condition referred to above, and the patients spoke very highly of 
the treatment. 

The advantages of Miiller’s method are obvious : — 

1. The peritoneum is not opened, neither bladder nor rectum is at 
any time endangered. Very little traumatism, nothing to produce 
shock. Therefore, maximum of safety. 

2. Simplicity, very easy technique, and very short duration. 

3. Anesthetics can be dispensed with. 

4. Rest in bed necessary for a few days only; therefore avoidance 
of all complications arising in elderly persons from narcosis and from 
prolonged rest in bed. 

5. Recurrence impossible. 

I do not think that there is any other operation which could claim 
all these advantages. 

Hysterectomy alone is inefficient, as everyone will agree with 
Donald and Sanger, the essential point in the success of an operation 
for prolapse being that it should be combined with a plastic operation 
on the vagina. This principle is, by the way, very admirably illus- 
trated by one of Miiller’s cases; in 1882 he performed an abdominal 
supra-vaginal amputation of the uterus, and stitched the pedicle into 
the upper angle of the abdominal wound; nevertheless recurrence 
supervened, the abdominal walls being so relaxed that they gave 
way and formed a deep funnel. 

Of the thorough efficacy of extirpation of uterus and vagina I am 
perfectly convinced by my own experience. And although I cannot 
consider it a really formidable operation, due precautions being taken, 
it is certainly not without serious danger in elderly women. I fear 
the sequele much more than the operation itself. At the least it 
takes a long time for complete recovery. 

Colporrhaphy, perineorrhaphy, etc., are too often followed by 
recurrence of the prolapse owing to the atrophic condition of the 
vagina in old women. If practised in conjunction with vaginal 
fization (as used at the Berne Clinique for younger women), they 
give fairly good results, but they are certainly more serious than 
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colpectomy. The same might be said of the combination of plastic 
operations on the vagina and ventrofixation, which I would always 
advocate when the patency of the vagina is required. (If performed 
in a suitable manner, ventrofixation does not seem to entail any 
danger in subsequent parturition. Prof. Jentzer® reports five cases 
of normal parturition following hysteropexy performed at the Geneva 
Clinique.) 

About Alezander’s operation I quite agree with Edebohls and 
Donald, that it is no suitable operation for prolapse. 

Of Dr. Inglis Parsons’ method I have no personal experience. 
He claims success for it in 90 per cent. of cases, and freedom from 
danger; it has also proved successful in the hands of Drs. Hugh 
Fenton, Eden, Aikman, Comyns Berkeley, and Crewdson Thomas.’ 
To quote Parsons’ own words: “ Adequate time must be allowed for 
organisation to take place. From one to two, or even three, months’ 
rest in bad cases is necessary.” I quite believe that “the uterus is 
held up in four days after the injection, so that rest could not have 
produced it in that time,” but there is certainly a great difference 
between three months’ and three days’ rest. Further, is it always 
possible to determine the amount of lymph effused in the broad 
ligament? Dr. Parsons speaks of some cases reacting badly and 
forming little lymph, but not of those which form too much. Might 
not some bad form of parametritis then ensue? As a drawback to 
Parsons’ method (as I again admit, this is purely a theoretical con- 
sideration) I consider the difficulty which lies in estimating before- 
hand the amount of inflammation produced in the broad ligament. 
And given so vascular a tissue as is the base of the broad ligament, 
there must always be some risk of hitting upon a blood-vessel, a very 
dangerous procedure if the syringe be not absolutely air-tight, or if 
the air has not been very carefully expelled before injecting. 

The latter risk is still greater when paraffin is injected under the 
mucous membrane of the vagina (Gersuny’s method), as has been 
advocated recently by Mr. Stephen Paget.® Pfannensteil and S. W. 
Kofman® both report on a case of death from pulmonary embolism 
consequent on treatment of uterine prolapse by paraffin injection. 
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CASE OF REPEATED TUBAL PREGNANCY, 
DIAGNOSED ON EACH OCCASION BEFORE 
THE END OF THE FIRST MONTH. RE- 
PEATED ABDOMINAL SECTION. RECOVERY. 


By E. RUMLEY DAWSON, L.R.C.P. (Lond.), M.R.CS. (Eng.). 


Cases of repeated tubal gestation are still of sufficient rarity to 
justify being recorded. The following case is so instructive that no 
apology is necessary for its somewhat detailed description : — 


The patient, a healthy woman, of 25, was confined in July, 1890; the 
child, a girl, presented by the breech, and was stillborn. In July, 1893, 
the patient, owing to leaving off her undervest, took cold, and developed a 
sharp attack of general peritonitis; she was ill for four weeks. She 
married in 1894. Menstruation continued quite regularly ; she remained 
absolutely sterile for seven years, no attempt being made to prevent 
conception. On June 12th, 1901, the day after her June period (a normal 
one both as to time and amount), coitus took place. The following, or 
July, period, due July 5th, did not appear, and she deemed herself 
pregnant. On July 9th she first had acute abdominal pain, 7.¢., 27 days 
after the first coitus after the previous menstrual period. Irregular pains 
followed, and she noticed on the 10th and 11th pains shooting down the 
vagina and rectum, with a feeling of forcible distension in both. Repeated 
attacks of abdominal pain and faintness led to my being called to see her 
on July 12th, and on the 13th July, on vaginal examination, I diagnosed 
an early left tubal pregnancy, only 31 days having then elapsed since her 
previous normal menstrual period. Two days later, on July 15th, Mr. 
Bland-Sutton saw the patient, and confirmed the diagnosis, and on July 
19th, 1901, in my presence, he removed the left pregnant tube and ovary, 
in which was a well-marked corpus-luteum ; typical villi being found at 
the placental site. At the operation it was noted, when an attempt was 
made to examine the right tube and right ovary, that these right 
appendages were so matted and bound down that Mr. Bland-Sutton could 
not bring them up to the abdominal incision for inspection. No attempt 
was made to liberate them. Subsequently menstruation continued quite 
regularly, but rather than run the risk of a subsequent pregnancy a check 
sponge was regularly introduced before coitus. The January, 1903, 
menstrual period was quite normal, both in amount and time. On 
Sunday, February 22nd, 1903, coitus took place, a sponge having previously 
been introduced ; the period was due on the following Thursday (26th), 
but did not appear. Four days later, on Monday, March 2nd, irregular 
hemorrhages began, and shooting pains down the vagina and rectum with 
much flatulence and feeling of distension in the latter. Next day there 
were irregular abdominal pains on the right side. On March 5th I was 
again sent for, and on vaginal examination I detected a small right tubal 
gestation, 7.e., eleven days after the suspected insemination. Very sharp 
pains and faintness occurred during the night, after the vaginal examina- 
tion. Mr. Bland-Sutton saw the patient on March 8th, and once more 
confirmed the diagnosis, the tumour having much increased in size by this 
time. Next day, on March 9th, 1903, in my presence, he once more opened 
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the abdomen and removed a small right tubal gestation ; the accompanying 
ovary contained the corpus luteum. Only twenty months had therefore 
elapsed between the two operations. Mr. Bland-Sutton experienced xo 
difficulty in now drawing the distended right tube and right ovary up to 
the incision, no adhesions being met with. A small mole was detected in 
the tube, and typical villi were afterwards found by the microscope. 
The patient, now that she has had both her ovaries removed, has been 
extremely troubled by hot flushes, and breaks out into profuse universal 
sweats. Menstruation, absolutely regular before the second operation, has 
completely stopped. 

This case, apart from its initial rarity as an indubitable case of 
repeated tubal pregnancy, exemplifies the following points :— 

1st. Complete removal of all ovarian tissue completely arrests 
menstruation. 

2nd. It tends very greatly to support the theory that the chief 
cause of tubal pregnancy is a previous salpingitis. The attack of 
general peritonitis which the patient had ten years ago evidently so 
affected her tubes that for seven years she was sterile; then, probably 
as a result of the absorption of adhesions round the left tube, that 
tube became pregnant in 1901, and was removed. The right tube 
was at that time seen to be fixed and bound down. 

Hahn? has lately gone so far as to state that “undoubtedly 
gonorrhea is the most frequent cause of extra-uterine gestation.” 
This still further supports Tait’s theory that a previous salpingitis, 
however caused, is a predisposing cause of tubal pregnancy. From 
this case the fact that in one woman both tubes should become at 
different times pregnant, points to the conclusion that the tubes must 
have been at fault. If a healthy tube were more likely to become 
pregnant than an unhealthy one, then it follows that most healthy 
women should have tubal pregnancies instead of uterine pregnancies. 
Certainly in this case an attack of peritonitis was followed by sterility, 
and, as in so many recorded instances, this long period of sterility was 
followed by her first tubal pregnancy; on the other hand, previously 
to the attack of peritonitis, she had a normal uterine pregnancy. 
It is significant that the tube of the opposite side has been often seen 
to be diseased by, among others, Strassmann? and Haig Ferguson? 
when operating for tubal pregnancies. 

3rd. This case also exemplifies the fact that attempts to prevent 
pregnancy not only often fail to prevent the uterine implantation of 
the ovum, but similarly fail to prevent extra-uterine pregnancy. 
It certainly does not support the idea that artificial prevention of 
conception is a cause of tubal pregnancy, because no such attempts 
were being made when she became pregnant in her tube on the first 
occasion. 
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I am also aware of a case where prolonged suckling, so often 
indulged in with the hope of preventing pregnancy, failed to prevent 
conception, fertilisation leading to a tubal pregnancy, and death, 
before the previous uterine child had been weaned. 

Haig Ferguson‘ mentions a case where “ the patient lactated for 
17 months in the hope of preventing another pregnancy, and yet in 
the irony of fate conception occurred in each tube.” 

4th. Absorption of inflammatory adhesions. Cases to absolutely 
prove absorption of adhesions are rare, and I cannot do better than 
quote Dr. Herman,® who reports a definite case, though the interval 
between the two inspections of the tube in his case was over four 
years. He says:—‘‘ On October 26, 1886, the right ovary and tube 
were pulled up and removed in the usual way. Search was then 
made for the left ovary, but it was so embedded in adhesions that I 
was quite unable to identify it. On February 20, 1901, I re-opened 
the abdomen. The left ovary and tube were only slightly adherent. 
The ovary and tube were removed.” Further on he remarks : —‘ The 
absorption of peritoneal adhesions. Here the fact illustrated is one 
about which there can be no doubt. But cases proving it are 
exceptional. The ovary and tube, which were in 1886 so embedded 
in adhesions that the operator could not identify them, were in 1901 
almost free, and were easily pulled up.” 

In the present case the absorption of adhesions is surmised to have 
occurred round the left tube, but is definitely proved to have 
happened in the case of the right tube. Only twenty months—July, 
1901, to March, 1903—was sufficient to set the right tube quite free 
again after it was ascertained to be fixed. This liberation of the tube 
from its fixed position led to its becoming pregnant. After the 
removal of the left tube, the movements of the uterus in the acts of 
intercourse must have dragged to a greater extent upon, and thus 
stretched, the adhesions holding down the right tube, than when the 
left tube was in situ. There is no doubt but that the uterus is both 
straightened as well as drawn down by the round ligaments towards 
the vaginal outlet during intercourse, and the repetition of this 
movement must have been partly instrumental in freeing the right 
tube from its adhesions. 

5th. Is the presence of pains shooting down the vagina and 
rectum, with tenesmus and a feeling of distension in both passages, a 
symptom of early tubal pregnancy? From an experience of five 
cases in general practice I think it must be. The importance of 
having some definite symptom to teach to the general practitioner 
as being indicative of tubal pregnancy renders it advisable to more 
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closely inquire for this clinical symptom in all cases of extra-uterine 
pregnancy. The tendency, however, nowadays is to operate and give 
a pathological report, rather than to operate and give the clinical 
history of the case. In the Obstetrical Society’s Transactions® I 
published a case of fatal rupture of a very early tubal pregnancy, 
in which the symptoms of vaginal and rectal tenesmus, and pains and 
distension were so marked as to impress themselves very forcibly 
upon me. Later I ascertained the presence of identical symptoms in 
two other cases of extra-uterine pregnancy in the practices of local 
colleagues. When, therefore, in the present case the patient com- 
plained on both occasions of these symptoms I at once suspected, and 
then diagnosed the tubal pregnancy on each occasion. I know of no 
book which alludes to these symptoms, and many of the most recent 
writers on the subject do not mention them as suggestive symptoms, 
but speak only of indefinite pelvic pains with hemorrhages and pieces 
of membrane as essentials to a correct diagnosis. There are, however, 
a few cases on record where in the clinical history these symptoms are 
casually mentioned, thus : — 

M. F. Wagstaff,’ reporting a case of extra-uterine fetation, says: 
“On April 28, 1829, I was desired to visit Mrs. Rondeau. She was 
suffering from constant tenesmus both of rectum and bladder.” 

Hasting Gilford ®: “The accident occurred in this case apparently 
as the result of straining at stool, but it is quite possible that a slight 
rupture had really taken place before, and was the cause of the desire 
to defecate, for the patient did not actually get relief. That this is 
probably the true explanation is suggested by the report which I have 
seen of another case of rupture of later date, in which the first 
symptom was the sensation of the pressure of a hard substance 
obstructing the rectum and causing a desire to defecate.” 

Dr. Lewers,® in reporting a case of repeated ectopic gestation, 
casually says :—“ The pain is described as being a continuous aching 
in both groins, extending to the rectum and the vagina.” 

It therefore appears that these symptoms are present in at least 
some of the cases of extra-uterine gestation, and if further inquiry 
shows them to be usually present it should help to make the diagnosis 
of early tubal pregnancy easier, though it will probably always be 
tue, as Dr. J. Baldwin says, “ there are no pathognomonic symptoms 
of tubal or any other form of ectopic pregnancy.” 
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A CASE OF SYNCYTIOMA MALIGNUM OC- 
CURRING IN A WOMAN WHO DIED THIRTY- 
ONE YEARS AGO; WITH SOME OBSERVA- 
TIONS ON THE MODE OF INVASION OF 
THESE TUMOURS. 


By HERBERT WILLIAMSON, M.A., M.B., M.R.C.P., Assistant 
Obstetrical Physician, Royal Hospital for Women and Children; 
Demonstrator of Practical Obstetrics, St. Bartholomew’s Hospital. 


THERE is in the museum of St. Bartholomew’s Hospital a specimen 
(No. 3014) which was removed from the body of a woman aged 23, 
31 years ago (October 3rd, 1872). .It is thus described in the 
catalogue : —“ Malignant ulceration of the interior of the. uterus with 
tumours of the vaginal wall. The vaginal wall contains tumours of 
all sizes up to that of a walnut. The tumours are situated chiefly in 
the orifice and anterior wall of the vagina. The uterus, which is 
three or four times its natural size, is, on its inner surface, covered 
with black detritus deeply ulcerated in places, and sloughy. The 
tissue of the organ is pale and soft. Both ovaries are highly cystic. 
There was no peri-uterine hematocele. The patient had miliary 
tuberculosis of the lungs and pyemia.” The naked-eye appearances 
of this specimen suggested that it was probably of the nature of a 
malignant syncytioma, and I therefore obtained permission to re- 
examine it. Fortunately records of both the clinical history of the 
case and the post-mortem appearances have been preserved. This is 
probably the earliest case of this form of malignant disease of which 
we have so complete a record, and as such I venture to publish it. 


The clinical history : — 


“H.L., aged 23, was admitted into Martha Ward on August 26th, 1872, 
suffering from hemorrhage and from some tumour occupying the anterior 
vaginal wall. The patient has been married for five years, and has had 
three children, the youngest of whom is 24 years old. She has had one 
miscarriage—a vesicular mole—fifteen months ago. Since then she has 
never been well, nearly always losing blood from the vagina. For the last 
five months she has noticed a swelling in the vagina, which has been 
gradually growing larger, and causing pain and discomfort; she has also 
suffered from dysuria ; now she can only void an ounce or two of urine at a 
time. For the last ten days her breathing has been very short, and she 
has suffered from cough and expectoration.” On admission her complexion 
was sallow and jaundiced, the eyes dull and heavy, the tongue furred but 
moist. The pulse-rate was 142 beats per minute, the temperature 102°2, 
and the respirations 30 per minute. On examination of the chest impaired 
resonance, amounting to actual dulness in each axilla, was discovered, and 





1. Growth in uterus. 


2. Growth in vagina. 
3. Cystic ovary. 
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numerous rales and crepitations were heard. On palpation the abdomen 
was tender; in the right iliac fossa a distinct tumour was felt, about the 
size of a large egg, elastic and very tender to the touch. After admission 
she lived for nearly six weeks ; the temperature remained high, respiration 
grew more and more difficult, the vaginal discharge became very offensive, 
and on October 3rd she died with the symptoms of septic infection. 


Post-mortem Examination. This was made on October 4th; the 
notes are headed :— 


“Hematomata vagine, ulcerous metritis, pysemia, cystic ovaries, 
pulmonary tuberculosis.” 

There is slight jaundice. Old scrofulous scars are present underneath 
the left ramus of the inferior maxilla. The peritoneal cavity is full of pus, 
and the organs matted together by soft lymph. The right pleural cavity 
contains about one pint of pus, also soft lymph. The peri-cardium is 
natural. The vaginal wall is full of hematomata of all sizes up to a 
walnut, the blood is some of it quite recent, some decolourised. There are 
also smaller hematomata, obviously contained in blood-vessels, situated 
chiefly about the ostium vaginee in the anterior wall. The uterus is three 
or four tissues its natural size, its tissues pale and soft. Its anterior 
surface is covered with black detritus, and deeply ulcerated in places, the 
whole surface being sloughy. Both ovaries are highly cystic, and the left 
adherent to the left side of the vagina. There is no perimetric hematocele. 
The stomach and intestines are natural. The liver shows extreme 
parenchymatous degeneration. The heart is natural. The kidneys show 
parenchymatous degeneration. The right lung is full of pyzemial nodules, 
the left contains only a few; both are studded with hard nodules, no doubt 
tubercular. The spleen is large and soft, it shows many disintegrating 
pymic infarcts. 


It is easy, in the light of recent research, to recognise in this 
history and autopsy a typical case of syncytioma malignum. The 
cystic ovaries, the hydatid mole, the uterine tumour, the vaginal 
hematomata “obviously contained in blood-vessels,” the lungs 
“studded with hard nodules, no doubt tubercular,” all fall into their 
place like the pieces of a puzzle to which we hold the key; but thirty- 
one years ago the very careful and competent observer who wrote 
these notes must have wondered much what was the explanation of 
the varied lesions. 

The specimen preserved (Fig. A) consists of two portions :—(1) An 
upper part, comprising the uterus and ovaries; (2) a lower part, the 
vaginal wall. The two have been united by sutures. The uterus is 
much enlarged, measuring 6 inches in length and 6} inches from side 
to side at its widest part. It has been laid open on its anterior aspect. 
The walls are much thickened, measuring 14 inches; for the most 
part they are pale in colour and firm in consistence, but near the 
mucosa they are irregular and ulcerated, and a recent section shows 
that this part is of a reddish-brown colour. The mucosa on the 
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posterior uterine wall is covered with sloughy detritus, but near its 
centre a definite rounded tumour, the size of a marble, can be seen. 
Near the upper extremity of the cavity on the right side is a deeply 
ulcerated portion; the margins of this crater-like depression show the 
presence of new-growth, but the centre is entirely converted into a 
sloughy mass, in which very little of the original structure can be 
detected. The ulceration and new-growth are limited to the body of 
the uterus, the cervix being apparently free from disease. Both 
ovaries are enlarged and cystic, their size resembling that of a goose’s 
egg. Their peritoneal aspect is covered with shaggy adhesions. The 
vaginal wall contains several tumours, varying in size from a hazel 
nut to a pigeon’s egg, they project into the lumen of the vagina, and 
the larger tumours also project markedly from the deeper aspect of 
the vaginal walls. Their surface is ulcerated and necrosed, and on 
section their structure resembles very closely that of an old laminated 
blood-clot. 

A section (1) through the uterine wall at the base of one of 
the secondary nodules shows a large number of dilated blood-spaces, 
some with definite vessel walls, some with a mere lining of flattened 
endothelium, whilst others show no lining wall, but look as though 
they might have been formed by the separation and pushing aside of 
muscle bundles. They, however, much more probably have their 
origin in the phagocytic action of the tissues of which the growth 
is composed. Their lumen is occupied by red blood corpuscles and 
an unusually large number of leucocytes; in some of them, too, cells 
resembling those of the growth are seen, whilst others are definitely 
lined by syncytial masses. The tissue in which these spaces are 
embedded consists partly of unstriped muscle fibres, but chiefly of 
cells, some with a relatively large vesicular nucleus showing a well- 
rounded chromatin network and karyokynetic figures surrounded by 
varying amounts of somewhat granular protoplasm (Langhans’ cells), 
others are small round cells, probably of inflammatory origin. Apart 
from the presence of occasional muscle fibres and strands of fibrous 
tissue, no stroma can be distinguished. The cells have an irregular 
distribution, but are grouped mainly around the blood-spaces. 
Towards the surface tongue-shaped processes of syncytial tissue are 
seen ; they possess deeply and evenly staining nuclei, their protoplasm 
stains readily with eosin. These processes partly infiltrate the deeper 
tissues and partly line and project into the blood-spaces. Further in 
portions of the syncytial masses cell-outlines can be distinguished. 
In this section the actively invading elements appear to be the 
Langhan’s cells rather than the syncytial masses. 


Section 1. 


(a) Blood-spaces. 
(4) Invading cells. 
(c) Uterine muscle. 








SECTION 2. 


(a) Syncytial masses. 
(6) Blood-space. 















SEcTION 3. 





(a) Blood-space almost completely lined by syncytial tissue. 
(6) Detached portion of syncytial tissue lying in blood-space. 
(c) Muscle fibres of vaginal wall. 


—— ed 
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Sections 2 and 8, through one of the secondary tumours in the 
vagina, shows abundant syncytial tissue and fewer cellular elements. 
The syncytium is deeply stained, the nuclei distinct and uniform for 
the most part, but sometimes showing a vesicular form with chromatin 
figures. It has a roughly aveolar arrangement, sometimes in irregular 
masses, sometimes in bands. The protoplasm is in places vacuolated, 
and in some of the larger vacuoles red blood corpuscles can be seen; 
in some of the masses distinct cell-outlines are visible. Of the 
cellular elements some resemble very closely the cells of Langhans’ 
layer, and many modifications can be found between these and the 
syncytial masses. There are present also large numbers of the 
so-called “giant cells,” some containing as many as eight or ten 
nuclei. Neither the nuclei nor the protoplasm of these “cells” show 
any features which serve to differentaite them from the syncytial 
masses. The relation of the growth to the blood-spaces is very clearly 
demonstrated, some of the spaces are almost completely lined by 
vacuolated syncytium, and detached portions can be seen lying in the 
blood-stream. 

Chipman, in a very valuable paper which he has lately published 
upon the placenta of the rabbit, has clearly shown that this curious 
relation between the maternal blood-vessels and the fcetal invading 
tissues has a physiological prototype in that animal. In considering 
the invasion of the maternal by the foetal tissues, he writes :—“ This 
general advance (7.e., of the ectoderm) is, as it were, led by deeper 
ingrowths, which penetrate along the course of the maternal vessels. 
Where the vessel is cut longitudinally we can see the process. The 
ectoderm surrounds the distal end of the vessel, and then advances 
along its walls, gradually replacing its endothelium, which dis- 
appears. The fetal tissue swallows, as it were, the maternal capillary 
space. The ectodermal ingrowths which at the eighth day invaded 
the blocked gland mouths have now no further glandular track, for 
the solid gland channels have disappeared. Their further direction 
is determined by the blood-vessels. The more superficial of the ecto- 
dermal cells—those nearest to the maternal tissues—begin to show a 
plasmodial change. The maternal capillaries, which appear 
completely surrounded by the fetal ectoderm, have entirely lost their 
endothelium, and lie as maternal blood-spaces in the midst of this 
ectoderm. The advancing ectodermal lamina surrounds and includes 
—swallows—not only maternal vessels, but also irregular hemorr- 
hagic cavities in the intermediary region, for the endothelium of the 
maternal capillaries swollen and degenerated in front of the ectoderm 
ruptures here and there, and especially at the junction of the two 
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tissues—fcetal and maternal, and there result hemorrhagic cavities 
with ragged cellular wall and containing maternal blood; and these 
blood-cavities it is which are in their turn surrounded and included— 
swallowed—by the advancing ectoderm.” 


This process then, in the placenta of the rabbit, has been followed 
in full detail, and Chipman has illustrated his work with many 
beautiful micro-photographs showing the various stages which he has 
described. Though not yet fully demonstrated, the knowledge we 
possess of the development of the human placenta points to a similar 
connection between foetal and maternal tissues; and the mode of 
invasion of this tumour, so well illustrated in the sections I have 
described, follows closely the physiological process by which in a 
normal pregnancy the parasitic ovum grafts itself on to the maternal 
host. 


Section i. shows a portion of the uterine wall which lies 
immediately beneath the tumour; it is traversed by a network of 
blood-spaces, some are vessels with well-marked walls, some are lined 
merely by endothelium, and in others no definite lining wall can be 
distinguished ; some, however, have a syncytial lining. It is around 
these blood-spaces that the cells which form the outposts of the 
tumour are grouped, as though these spaces formed a scaffolding upon 
which the invading tumour is built up. It is a matter of great 
difficulty to distinguish between these cells and decidual cells. 
Kiihne,? Andrews,? Teacher‘ and others have described histological 
characters by which the Langhans’ cells may be distinguished from 
the decidual cells, but the descriptions of these observers do not agree, 
and the method recommended of tracing doubtful cells to their 
ultimate source through intermediate forms is a very fallacious one. 
A careful study of this point (using material derived in the one case 
from uterine casts of patients the subjects of tubal gestation, and in 
the other from an ovum still in situ in the tube, and then comparing 
these sections with those obtained from early abortions) has convinced 
me that in many instances it is impossible to say whether cells are of 
decidual origin or belong to the “ haft zotten” or cell-knots. 


Section 3 shows one of these blood-spaces lined with syncytium, 
and there can be seen lying free in the blood-stream a detached 
portion of this tissue. It is difficult to resist the conclusion that it is 
in this fashion that dissemination occurs, and the process is strictly 
analogous to the deportation of villi which there is good reason to 
believe occurs in normal pregnancies, and which has been demon- 
strated in certain pathological conditions. There is then in the mode 
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of invasion and dissemination additional evidence in favour of the 
theory that these tumours are of fetal origin. 

That tissues taken from the body of a woman who died thirty-one 
years ago should be used to show how closely a tumour which at that 
time was unknown, follows in its invasion a physiological prototype 
revealed only by the latest research, is an apt commentary on the 
motto of the Pathological Society, “ Nec Silet Mors.” 
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HUNGARIAN OBSTETRICAL AND GYNA:CO- 
LOGICAL LITERATURE IN 1902. 


By REZO TEMESVARY, M_D., Privat-docent in Gynecology at the 
University of Buda-Pesth. 


I.—OBSTETRICS. 
The Early Recognition of Pregnancy. 
Dirner. Sziileszet és Négydgydszat, 1902, No. 1. 


Diener, on the ground of very close investigation of a large series of 
cases, is convinced of the value of the symptom noted by von Braun, 
Piskacek and others as a proof of pregnancy. A groove, more or less 
longitudinal, is to be felt on either the front or back of the uterus. 
It is to be detected long before Hegar’s sign, von Braun claiming to 
have diagnosed pregnancy in the first week. 


Twin Pregnancy. 
Frenreisz. Gynecologia, 1902, No. 4. 


FRENREISZ reports 283 cases of twin and 6 triplet pregnancies under 
observation in the maternity of Professor Kézmarszky from 1869 to 
1900. One twin labour occurred to every 87 single labours, one 
triplet labour to 4,167. The number of multiple births represented 
1:14 of per cent of all the cases. Of the 560 twin children 273 were 
males and 287 females. There was a slight majority of twin girls; 
twins of different sex were very rare, even amongst the heterologous 
or two-ova twins. Of the mothers, 89, or 31°449 per cent. were 
primipare, and 94, or 68°55 per cent. multipare. The one-ovum 
twins stood to the two-ovum twins in the proportion of 1 to 3°7. The 
proportion, according to Ahlfeld, is 1 to 815, to Spath 1 to 17. 
Frenreisz found that two-ovum twins were more frequent in mature 
women, one-ovum twins in mother between 15 and 20. Single ovum 
twin pregnancy occurred in equal proportion in primipare and 
multipare, whilst the majority of two-ovum fcetuses in this series 
were, as other authorities have noted, less developed than two-ova 
twins; the proportion of weight being 2,195 to 2,797 grammes. But 
Frenreisz made out a greater average difference in weight between 
two-ova twins (320 grammes) than between the single variety 
(223 gr.). No remarkable or reliable ratio between the lengths of 
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each twin could be obtained. Head presentation was most frequent 
in single-ovum twins, being 66 per cent., in the others it was 53 per 
cent. Not one case of transverse presentation was reported amongst 
single-ovum twins; ten occurred in the 97 two-ova twin labours. In 
the first class there were 541 per cent. premature labours, among the 
two-ova cases only 21°1 per cent. Intra-uterine death occurred in 
33°3 per cent. of the first class and 77 per cent. of the second. 
Twin pregnancy was diagnosed as such before delivery in 28°5 per 
cent. of all the cases. There were nearly twice as many premature 
labours amongst the primipare as amongst the multipare. Turning 
to the delivery of each foetus, the head presented in 337 (62°63 per 
cent.) of all the children, the breech in 177 (82°89 per cent.), and the 
presentation was transverse in 24 (4°46 per cent.). In 245 cases both 
children were placed vertically, in 24 one was transverse, in none 
were both transverse. The interval between the delivery of the twins 
averaged 0°15 minutes, in one case it was over 27 minutes. The 
mortality and morbidity of the mothers showed a rate which proved 
that twin pregnancy and delivery if properly treated was not more 
dangerous than single gestation and labour. The life of the foetus 
was much more prejudiced. There were six triplets in the series. 
In four there were 2 male fcetuses to 1 female, in one 1 male and 
2 females, and in the sixth 3 females. One mother was 24, one 27, 
and the remaining four over 30. One mother was a primipara, three 
were 3-parz, one a 4-para and the sixth had been ten times pregnant. 
No less than twelve of the children, that is to say, four labours, were 
mature, the remainder being premature. The author reports a 
remarkable case in the private practice of Professor Kézmarszky, 
where the triplets were all girls and are living, healthy and strong, 
having reached the age of 20. Dr. Temesvary adds a case reported 
by Dr. Konrad in the Orvosi Hetilap, 1902, No. 37, where a twin was 
delivered at term; half an hour later a foetus papyraceus of the fifth 
month was expelled. 


Face Presentations. 


Patorar (ANDoR). Gynekologia, 1902, No. 1. 


Dr. Patorar reports a series of 103 face presentations observed in 
Buda-Pesth at the Obstetrical Clinique of Prof. Kézmarszky from 
1874 to 1900. 34:95 per cent. of the mothers were primipare; 46 
were from 18 to 24 years of age, 30 from 25 to 19, 13 from 30 to 34, 
and 14 from 35 to 40. Only in three instances was the pelvis 


narrowed, nominally in the first degree, in no case was the pelvis of 
5 
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the flat type; in 11 cases the conjugata externa measured over 20 
centimetres, in one case it was even 23 cm. in length. The head 
measurements seem to exert a much greater influence, because the 
biparietal diameter showed an average of 9°34 cm., while in normal 
presentations it did not exceed 9°2 cm.; the straight diameter 
measured 12°6 cm. (as against 11 cm. in normal presentations). The 
circumference was also relatively large—-35'48 cm., in comparison 
with 34°36 cm. normal presentations. In something more than half 
of the cases (50—66 per cent.) the foetus had originally lain in the 
first position, in accordance with Matthews Duncan’s theory so 
strongly opposed by Schauta. In two cases the over extension caused 
the foetus to become anencephalous; in two others hydramnion was 
observed. In two cases twins were brought into the world with face 
presentation ; and in one case the umbilical cord was very short, and, 
conjointly with the malpresentation, accounted for the death of the 
child. The duration of the labour averaged 14 hours and 6 minutes, 
that is, 52 minutes more than in head presentations. Operative 
measures were required in five cases only, or 4°85 per cent.; Zweifel’s 
percentage was 7°63, Kann’s (Breslau) 28°2. Indeed, strictly speak- 
ing, it was only in three out of the five (2°91 per cent. of the whole) 
that an operation was needed on account of the malformation alone. 
Of the mothers, only one died, and not owing to the malpresentation 
but to eclampsia; thus the mortality was nil as far as face 
presentation itself was concerned. At the Clinique of Braun the 
mortality was 5°7 per cent, and in Wallstein’s 5°16 per cent. The 
morbidity of the puerperium was 13°59 per cent., about as much as 
after normal confinements. Perineal rupture took place in 18 cases 
(=12°62 per cent.), against 14°26 per cent. in all labours in the 
clinique. Amongst the infants eight died in consequence of the 
confinement, or 8°16 per cent.; this latter number exceeds that 
following head presentation by 3°6. According to Winckel and 
Olshausen the mortality of children is 13 per cent., whilst Weiss’s 
percentage is 12. The author concludes from the foregoing data that 
face presentation is to be treated like head presentation, that is to say, 
expectantly. It is advisable to pay particular attention to the heart 
sounds. Finally the author remarks the labour with face presenta- 


tion can be considered as eutopic when the more than low mortality 
of the mothers shown by his statistics is considered. 


Brow Presentations. 
Patorai (A.). Orvosi Hetilap, 1902, No. 19. 


Dr. Patorar endeavours to elucidate the question of brow presenta- 
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tion, with an explanation which he arrived at on the ground of 
investigations and observations of 12 cases in 17,169 labours (1 in 
1,430) which were admitted into the Obstetrical Clinique of Prof. 
Kézmarszky. The duration of the delivery was on an average 
24 hours 24 minutes. The average was 27 hours 8 minutes in 
primipare, and 6 hours 36 minutes in multipare. In six cases 
terminating spontaneously it was 13 hours 4 minutes; in six cases 
terminated by operative measures it was 32 hours. In two of the 
latter turning was performed with subsequent extraction. In two 
other cases the forceps had to be applied. The measurement in the 
six spontaneously born children averaged 46°9 cm. length and 2,438 
grammes weight. From these data he concludes that in brow 
_ presentation spontaneous labour and normal duration of parturition 
can be expected, but this is the case only if the foetus be small or the 
labour occur prematurely. In mature or even in very well developed 
premature infants the labour must usually be aided by operative 
methods, or at the best it will be of exceedingly long duration if 
spontaneous. The mortality of mothers averaged 0 per cent. (by 
Geboke 10 per cent., Heinricius 17 per cent.). Amongst the ten 
living children seven were born showing pallid asphyxia, and two 
with livid asphyxia. (According to Hecker the mortality of the new- 
born amounted to 28 per cent., Veisz 36°8 per cent., Geboke and 
Spiegelberg 44 per cent., Cohnstein 50 per cent., and Helly 55 per 
cent.) As to treatment, the author does not favour manual conver- 
sion, as statistics show that this manceuvre does not favour the child, 
whilst it exposes the mother to the danger of infection. As long as 
speedy termination of the labour is not indicated, expectant treatment 
is advisable, but when it becomes necessary we must choose that 
operation which seems to offer the greatest chance of success. 


Induction of Premature Labour. 
Drrner. Sziileszet és Négydgydszat, 1903, No. 3. 


Dr. Dinner gives a brief summary of the 55 cases of artificially 
induced premature labours reported up to the present date in 
Hungary and known to him. It is of historical interest that the first 
was undertaken by Semmelweiss in 1856. The author also reports 
14 operations in his own practice. The indication for operation was 
in most cases narrowness of the pelvis, in some kidney disease, heart 
affections, phthisis, etc. The author considers that the 34th to the 
38th week is the best time for induction of labour. The best operation 
was metreurysis, with the Barnes-Fehling kolpeurynter, following a 
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preparatory dilatation of the os uteri with Hegar’s dilators. Dirner 
has confidence also in the Krause method. The mortality of the 
foetus amounted in his cases to 35°7 per cent., but, omitting two cases 
of eclampsia, would be as low as 17 per cent. 


Transverse Presentation. 
Zporay. Gynekologia, 1902, No. 3. 


Dr. Zzoray, of Béla, has published very complete statistical tables of 
101 transverse and oblique presentations observed in the maternity 
wards of Dr. Tauffer between 1881 and 1900. The proportion of 
transverse to normal presentations was 1 in 102. Among the mothers 
were 12 primipare, 29 2-pare and 60 multipare, or 1 in 7°4 occurred 
in primipare. The proportion, according to Veit, is 1 in 3, von 
Franqué 1 in 85, von Kézmarsky 1 in 2°8. As to age, two mothers 
were under 20, 61 between 20 and 30, 34 between 30 and 40, and 
4 over 40. The head lay to the left in 46, on the right in 55 cases; 
the back was anterior in 57 and posterior in 44 cases. Pelvic contrac- 
tion was detected in 17°82 per cent. of the cases, twin pregnancy in 9, 
both twins lay tranversely in 5, the twin first delivered in 3, the 
second in 1. The fetus was macerated in 8°9 per cent. of the cases; 
placenta previa was present in 8 cases. Repeated cross-births 
occurred in six cases. Out of these two were 4-pare, one a 3-para, 
two 10-pare, and one an 1l-para. One of the women ten times 
pregnant had passed through eight labours with transverse presenta- 
tion, nearly all in the same maternity. The measurements in this 
instance were: Interspinous 27 cm., intercristal 28°5 cm., conjug. 
extern. 175 cm., conjug. diag. 10cm. Hydramnion was noted 
in one case, spontaneous evolution of the usual type in two, both 
premature, and both where the fetus was macerated, but partus 
conduplicato corpore did not occur in any case. Podalic version was 
performed in 87 cases, in eight of these by the combined method. 
In 78 of these cases extraction immediately followed turning, in nine 
delivery took place spontaneously; in four of the nine the combined 
method had been adopted. Laceration of the cervix occurred after 
eight extractions only. In three the os was four fingers’ breadth in 
width, in two three fingers’ breadth, in the rest two fingers’ breadth. 
Out of 74 children living at the beginning of labour 19 were delivered 
dead, in eight the membranes had ruptured early, 20°5 per cent. of 
the foetuses delivered by extraction and 57'1 per cent. of those 
spontaneously delivered after version were dead at birth; among the 
latter three deaths were attributed to the premature detaching of the 
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placenta and three to placenta previa with narrow pelvis, so that 
expectant treatment was employed until the foetus was turned. 
Cephalic version was performed in eight cases, three times with 
complete success, whilst in five podalic version was afterwards 
necessary; decapitation with Braun’s blunt hook was necessary on 
seven occasions. The direct maternal mortality amounted to 2°97 per 
cent., including two cases of rupture of the uterus, one of which 
occurred before admission into the maternity. A third case of 
rupture recovered after packing of the uterus. Three women died of 
sepsis in the puerperium, all had been admitted in a neglected 
condition. 


Rapid Decapitation in Neglected Transverse Presentations. 
Ndvory. Gydgydszat, 1902, No. 1. 


Dr. NAvory relates two cases of neglected transverse presentation. 
In one there were twins and the placenta became prematurely 
detached. The mother was greatly reduced by severe flooding, and 
although decapitation was promptly performed when the true 
condition was recognised, her life was lost. An ordinary hook, it 
appears, was used. Dr. Nadory advocates Kezmarsky’s wire-loop 
- decapitator, which can be readily applied and will effect its object in 
from two to five minutes without injuring the maternal soft parts. 


Rupture of the Uterus. 


Two cases of some interest were reported in the Hungarian medical 
press in 1902. Kusine1 (Budapesti Orvosegyesiilet, March 8, 1902) 
publishes a case of spontaneous rupture of the uterus in a woman, 
aged 33, during her seventh labour. The foetus was expelled into the 
abdominal cavity. The head was reached and perforated, then the 
foetus was extracted. The tampon was applied to the uterus and the 
abdomen bandaged. The patient recovered. Vatua (Orvosi Hetilap, 
1902, No. 49) was called in twelve hours after rupture had occurred 
during an attempt to turn in a neglected cross-birth. The laceration 
was transverse and complete. The patient was 23 years old and in 
her fourth labour. Dr. Valla at once amputated the uterus above the 
cervix; the patient was much exhausted by a four hours’ journey 
by train and cab. Hemorrhage occurred shortly after operation, and 
the abdomen was once more opened. An artery was found bleeding 
in the broad ligament. After saline solution hyperdermically and 
camphor enema the patient rallied and recovered. 
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Dermoid Cyst Obstructing Labour; Czsarean Section; Fundal 
Incision. 


KonraAp (Reference not given by our correspondent) was called in to 
a case of obstructed labour. The patient was 22 years old, and had 
borne three children. A large tumour filled the pelvis and made 
delivery through the natural passages impossible. The uterus was 
exposed by abdominal incision; there was a dermoid ovarian tumour 
below and behind it. As the patient was in a state of collapse 
ovariotomy was not attempted, and Cesarean section was performed. 
Fritsch’s fundal incision was found convenient under the circum- 
stances. The child was saved, and the puerperium passed off without 
any complications. The tumour, which sprang from the left ovary, 
was as big as a man’s head. 


Polycystic Degeneration of Kidneys as an Obstacle to Labour. 
Krrcwner. Magyar Irvosok Lapja, 1902, No. 31. 


Tuts case is of considerable interest, as the patient, 38 years of age, 
had been twelve times pregnant without apparently any previous bad 
labours. On this occasion one kidney was so large that it proved a 
serious obstacle to delivery. The child was over 73 lbs. in weight 
and 16 inches in length. It was anencephalous with polydactyly, 
and died immediately after birth. The puerperium was normal. 


Precipitate Labour ; Charges of Infanticide. 


JELLAcHICH. Gydgydszat, 1902, Nos. 30, 31, 33, 34. 


THREE cases of high medico-legal importance are reported in a 
valuable monograph by Dr. Jellachich on precipitate labour. In all 
three cases the mothers were charged with infanticide. In two of the 
cases the foetus was delivered during defecation and was suffocated 
in the feces or drowned in the water in the pan of the closet. In the 
third the infant was born under similar circumstances; the cranium 
was fractured by striking the pan. There being no evidence whatever 
of criminal intent in any of these cases all three women were 
acquitted. 


Ritgen’s Method for Support of Perineum during Labour. 
Ivdnyt. Sziilészet és Négydgydszat, 1902, No. 1. 


Dr. IvAnyr had adopted the Ritgen-Olshausen method of defending 
the perineum by the introduction of two fingers into the rectum 
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during the passage of the head at the termination of prolonged 
labours. After long experience he is convinced of its value, and does 
not appear to have any fear that the operator’s fingers may convey 


sepsis into the genital tract in necessary manipulations after the 
delivery of the child. 


Inversion and Prolapse of Uterus during Defecation after 
Parturition. 


Retsz (no reference given by our correspondent) reports a case where 
a woman, aged 35, had been sixteen times pregnant, including five 
miscarriages. For over three months during her last pregnancy she 
suffered from chronic intestinal catarrh with severe tenesmus. 
During the puerperium, being constipated, she strained at defecation ; 
prolapse of the uterus and inversion occurred in consequence. Three 
hours later the inversion was successfully reduced by pressure with 


the hand. 


Atresia after Use of Cranioclast. 
Reisz. Sebeszet, 1902, No. 4. 


Retsz examined a woman, aged 25, who had once been pregnant, a 
year and a half previously. Delivery was effected by perforation 
and the cranioclast. The parts were damaged, and complete atresia 
of the vagina was the result. Reisz restored the patency of the 
vagina by a successful operation. 


Somatose in Lactation. 
Liivar (D.). Gyédgydszat, 1902, No. 34. 


Somatosz is a soluble powder prepared from meat, and chiefly consists 
of albumose. Dr. Lévai tried its effects on sixteen pregnant women, 
eleven of whom were primipare. The doses were administered from 
between 13 to 38 days before expected labour. During the 
puerperium an average of 89 cubic cm. of milk was secreted in 
24 hours, containing 3°592 per cent. fats. The quality was very good 
and above the average in women not treated with somatose; in them, 
according to Temesvary, the amount of milk secreted at the same 
period is 51°4 cubic cm. in 24 hours, the percentage of fats 2°919. 
The colostrum is replaced by milk by third day; in none of the 
sixteen cases was the secretion of milk retarded to the fourth. One 
patient was a 3-para, who had previous been unable to suckle her 
children. Somatose was given in daily doses of 12 grammes for a 
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month before labour. She secreted 140 cubic cm. of milk with 
2563 per cent. fat. In two similar cases where lactation was not 
possible at a previous labour, 120 cubic cm. and 145 cubic cm. of milk 
was secreted daily. He advises, on the strength of the above 
experiences, that in women not likely to secrete sufficient milk 12 to 
18 grammes should be given daily during the last month of 
pregnancy. Dr. Lévai failed to get such good results from ferro- 
somatose. 


The Chorionic Epithelium. 


Lenuossex. Mathematikai és Természettudomanyi ertesito (Mathe- 
matical and National Science Monthly), 1902, pp. 85—100. 


Tue author examined the chorion in a large series of human embryos, 
mostly in the earliest stages of gestation, including one specimen 
only 7°3 millimetres in length. For hardening he employed a mixture 
of potassium bichromate and glacial acetic acid; for staining, 
hemalum, eosin or iron-hematoxylin (Heidenhain) or Weigert’s 
fibrin-staining method. The author considers that the fetal origin 
both of the syncytium and of Langhans’ layer is undoubtedly settled 
since the investigations of Kollmann and Peters. . The connective- 
tissue lying under these structures and separated from them by a 
border layer (basal membrane) consists of a probably more or less 
liquid substance wherein fine fibres and filaments, likewise cells of 
two kinds are imbedded. The first kind are large, mostly spindle- 
shaped, more rarely triangular cells with elliptical nuclei; the second 
kind are rounder and rich in protoplasm with round nuclei. This 
second class have no connection with the filaments above-mentioned, 
and are wrongly called wandering cells by Kashschenko, for the 
presence of such lymph-calls would be quite inexplicable at a period 
when neither blood-corpuscles nor lymph-cells are found. They must 
be ranked as mesenchymatous cells. In reviewing the free growth of 
the chorionic epithelium, Prof. Lenhossek has found that there are 
numerous mitoses within the cells of Langhans’ layer. Their dividing 
axes run parallel with the surface. The cells thus re-modelled retain 
as a whole their original position, but some earlier or later rise above 
or below the row or line to which the others keep. But this mitotic 
cell-production is confined to Langhans’ layer. For none of the new 
cells thus developed are utilised for the syncytium, whether for proto- 
plasm or nucleus. Lenhossek found, as did Spee, that the layers on 
the whole row were separated without interruption at any point by 
avery sharp line. This line is, according to Spee, not an independent 





Temesvary: Hungarian Literature 321 


membrane, but only the solidification of the protoplasm of the 
syncytium, so that F. E. Schultze would classify it as a mere crust, 
not the homologue of a cuticle. In observing the growth of the 
syncytium itself, Lenhossek failed to detect any mitotic figures. The 
propagation of these cells takes place after an amitotic manner 
through segmentation of the nuclei. Two facts prove that such is 
the case. Firstly, the nuclei are irregularly distributed in this cell 
layer; at some points they form true morule, made up of eight, ten, 
twenty, or even as many as forty nuclei, produced by the rapid 
segmentation of a single nucleus. Secondly, Lenhossek also detected 
irregularly formed nuclei, and likewise others which show three or 
four indentations on one side. In this point Lenhossek’s observations 
differ from Spee’s. The proliferation is not uniform. At certain 
points the cells assume the form of true threads or appear as 
exuberant granulations which ultimately break down. They lie 
freely in the intervillous space until later, when they are dissolved. 
At other places a proliferation of Langhans’ cells in the form of the 
well-known cell-columns is seen. Lenhossek directs attention to 
certain fine filaments on the surface of the chorionic tufts, each being 
a rod 5 pl. long, stronger and firmer than the cilia of ciliated 
epithelium. They are uniform, equal to each other in length, parallel 
and often club-shaped at their extremities, and connected with dark- 
stained corpuscles which adhere with iron-hematoxylin. This fact 
is denied by von Peters. They appear to arise from a basal membrane, 
but after careful scrutiny it became clear that it is made up of 
punctiform basal corpuscles and blepharoblasts. The author never 
perceived any ciliary movements, but admits that they may move. 
This ciliary layer was found, as in the chorion, as well marked in the 
youngest embryos as in a fetus four months old. Lenhossek con- 
siders, therefore, that the layer is constant, and probably serves the 
definite purpose of dissolving the walls of the vessels of the utero- 
placentary capillaries or of absorbing nutritive material. 


IIl—GYN_ACOLOGY. 
Is there a Metrorrhagia Prztuberculosa ? 
Szant6, Gydgyaszat, 1902, No. 23. 


Dr. SzAnté scrutinises a case in his own practice where menorrhagia 
occurred in a young woman who ultimately developed phthisis. The 
free menstruation ceased after the appearance of the pulmonary 
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affection. He also considers three similar cases already published. 
Menorrhagia is, however, by no means rare in incipient phthisis, and 
the author does not think that there is a specific “pretubercular 
menorrhagia.” Apparently there is no evidence of tubercle in 
the uterine tissues in these cases. 


Treatment of Endometritis. 
SzaB6. Gydgydszat, 1902, Nos. 21 and 22. 


Dr. Szazé advocates the use of strong solutions of zinc chloride, from 
30 to 50 per cent., for the cauterisation of the mucous membrane in 
hemorrhagic endometritis. The solution should be applied about 
every ten or twelve days. On an average from eight to fourteen 
applications are needed in order to overcome the disease thoroughly. 


Treatment of Uterine Gonorrhea. 


ParApr. Orvosi Hetilap, 1902, Nos. 27 to 31. 


SEVERAL hundred cases of uterine gonorrhea were treated by intra- 
uterine injections of a 10 per cent. solution of argentamine (ethylene- 
diamine-silver phosphate) or of a 5 per cent. solution of lygosin of 
soda, a speciality which, according to Prof. Fabinyi, is manufactured 
from salicyl-aldehyde. 


Uterus Didelphys: Pregnancy. 
Pavakt. Transylvanian Museum Association, May 7th, 1902. 


THE patient was a prostitute, aged 25. She was admitted into 
hospital when pregnant, and then it was discovered that the uterus 
was malformed. It was of the true didelphys type, with double 
vagina. The embryo was located in the right uterus. Spontaneous 
premature labour occurred in the sixth month. (Dr. Giles has 
collected authentic cases of pregnancy in uterus didelphys.) 


Uterus Duplex: Vagina Subsepta. 
PreirerR. Gyne@kologia, 1902, No. 2. 


A woman subject to bilateral disease of the appendages, consulted 
Pfeifer. She was 32 years old, and had been married for over nine 
years. He discovered a uterus duplex, the vagina had an incomplete 
septum. One half uterus was over 2} inches in length, the other 
nearly 23 inches. 
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Ovarian Cyst in a Child: Acute Torsion of Pedicle. 
Winternitz. Budapesti Orvosegyesilet, 1902, No. 3. 


A errt, aged 11, had an attack of abdominal pain followed by ascites. 
A tumour was detected, and Winternitz operated. The tumour was a 
dermoid cyst of the size of a fetal skull, the pedicle was twisted. 
Recovery was uncomplicated. 


Cystadenoma Mucinosum of Ovary: Local Anzsthesia and 
Drainage: Death. 


Konrdp. Orvosi Hetilap, 1902, Nos. 36—387. 


A woman, aged 70, suffered from great enlargement of the abdomen 
due toatumour. Abdominal section was performed under Schleich’s 
local anesthesia method, and 20 litres or over 34 pints of colloid fluid 
were removed. But there were so many extensive adhesions to 
intestine that the walls of the cyst were sutured to the abdominal 
wound. The patient died of exhaustion seven days after the operation. 
(For observations on Schleich’s method see Schmidt, Miinchen. med. 
Wochenschr., July 23rd, 1901, and Brit. Med. Journ. Epitome, 1901, 
Vol. ii., No. 378.) 


Two Cases of Primary Cancer of the Fallopian Tube. 
Drrner and Fany6. Sziilészet és Nogydgydszat, 1902, No. 2. 


Since Orthmann and Doran described the first genuine instances of 
primary cancer of the Fallopian tube, about 15 years since, a large 
number of. cases have been published. Dirner and Fanyo’s first 
patient was 50 years of age, she had once been pregnant, and the 
period had ceased for two years. Directly after the menopause 
symptoms of an abdomino-pelvic tumour began to develop. At the 
operation a bilateral tumour was detected and removed with the 
ovaries. There were numerous adhesions. Death occurred on the 
third day. Both tubes were the seat of primary carcinoma papillare 
pseudo-alveolare. Metastatic deposits were found on the under 
surface of the diaphragm. There were septic changes in several of the 
viscera. The second patient was 56 years old, and had borne three 
children. The menopause had occurred at about 51. An ovarian 
cyst was diagnosed and removed; it sprang from the right ovary, and 
the right Fallopian tube formed a distinct tumour nearly six inches 
long and two wide. Primary cancer was detected in the tube arising 
from a papillary mass on the surface of the mucous membrane. 
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Three years after the operation the patient was in good health and 
free from any sign of recurrence. (For abstracts of other recent 
cases see JOURNAL, 1903, Vol. i., pp. 172, 480.) 


Cancer Developed in Perineal Rupture. 
Fany6. Sziilészet és Négyogydszat, 1902, No. 3. 


A woman, aged 72, suffered from a soreness of the vulva. She had 
borne ten children and had ceased to menstruate for over 26 years. 
A cancerous tumour had developed at the site of a previous perineal 
rupture. The diseased tissues were excised, and the patient recovered. 


Urinary Calculus discharged through Vaginal Wall. 
Herczet. Sebészet, 1902, No. 2. 


A patient suffered from symptoms of calculus for 16 years. At 
length it broke through the vaginal wall, leaving behind a fistulous 
tract. This was successfully closed without any difficulty by Herczel. 


Diphtheritic Vulvitis. 
Brr6. Kézkorhazi Orvostdérsulat, 1903, No. 19. 


A GIRL, two years old, had an attack of small-pox followed by 
diphtheria. The vulva became attacked, and when the sloughs 
separated the labia were almost completely destroyed by ulceration. 
Death occurred from a pulmonary complication. 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


The Urine in Pregnancy. 


Bonet. Bolletino della Soc. Toscana di Ostet. e Ginecol., Jan. 
1903. 


Tue writer has made some observations on the urine of pregnant 
women. In some cases he continued the observations during the 
puerperium. All the patients were in good health, and none had 
albuminuria. They were upon a fixed diet of which the nitrogenous 
value was known. The research was occupied in estimating the excre- 
tion of chlorides, phosphates, nitrogenous compounds and urea. The 
chlorides were determined by the method of Volhard-Salkowski, the 
phosphates by titration with a solution of acetate of uranium, the 
nitrogenous compounds by Kjeldahl’s method, and the urea by the 
method of Mérner and Sjéqvist. 

1. Chlorides. Polimanti and Sapelli found that the chlorides 
were diminished from the first month onwards. Bone’s observations 
confirmed this, and he found that the diminution was continued into 
the puerperium. 

2. Phosphates. Previous observers have been at variance on this 
point. The writer found that there was a diminished elimination of 
phosphates, both in the later months of gestation and in the 
puerperium. In the puerperium there was a slight increase 
relatively to the amount eliminated during gestation, but no 
approximation to the amount eliminated under ordinary conditions. 

3. Nitrogenous Compounds. The amount of nitrogen eliminated 
is diminished both in pregnancy and during the puerperium. Ona 
dietary of which the nitrogenous value was known it was found that a 
much larger amount of nitrogen was retained in the system than 
under ordinary conditions. 

4. Urea. The excretion of urea is diminished and reaches its 
lowest in the seventh month. From that time there is a progressive 
increase in the quantity eliminated. In the puerperium the amount 
excreted was practically the same as in ordinary circumstances. 

5. The relation of the nitrogen in the urea eliminated to the 
nitrogenous excretion of the whole urine preserved a normal balance. 


R. W. MacKenna. 
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Intractable Vomiting during Pregnancy. 
Torre (F. ta). La Clinica Ostetrica, April-May, 1903. 


THE writer passes under review the various reasons that have been 
suggested to explain intractable vomiting during pregnancy and 
criticises the many remedies that have been employed for its relief. 
He believes the condition depends upon a lesion of the cervix uteri 
which irritates the uterine nerves, and by a reflex action sets up 
gastric intolerance. Clinically he divides the vomiting of pregnancy 
into three stages—(1) a period beginning about the end of the 
first month, and characterised by greater or less matutinal nausea, 
with some loss of flesh if the vomiting be excessive; (2) in the second 
period the circulation becomes disturbed, and emaciation rapidly 
occurs, emesis is practically continuous, there is revulsion from food, 
the tongue is dry and rose-coloured, the skin is harsh, and there is a 
progressive loss of strength; (3) in the third stage serious phenomena 
supervene, and there may be delirium and coma. In this stage the 
emesis may diminish, and the dislike to food may disappear. Death 
is usually ushered in by coma. 

For treatment the writer employs local and general means. No 
food or medicine should be given by the mouth. Nourishment should 
be administered per rectum, ice should be applied over the spine, and 
if the nervous manifestations be acute chloral or morphia should be 
given. As a local remedy the writer strongly recommends tampons 
of 20 per cent. ichthyol in glycerine to be applied to the cervix uteri. 
This acts as an emollient, as an antiseptic, as an analgesic and as an 
antiphlogistic, and by its hygroscopic action the glycerine removes 
from the tissues of the cervix a large quantity of fluid, thus lessening 
the pressure and irritation of the uterine nerves. 


R. W. MacKenna. 


Missed Labour and Missed Abortion. 


FRANKEL (Ernst). Volkmann’s Sammlung, 1903. 


Case I. was that of a 5-para in the fifth month of pregnancy suffering 
from carcinoma of the cervix uteri. The carcinoma was removed, 
and the raw surface and the cervical orifice were seared with a 
Paquelin cautery; atresia ensued. At term labour pains set in, but 
died away without rupture of the membranes. Six weeks later pains 
recurred, and labour ended spontaneously. 
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Case II. was that of a 4-para, who suffered in the early months of 
pregnancy from peritonitis and possibly also from atrophia 
lactantium. A dead mature foetus was retained for 12 weeks beyond 
term, and was then artificially removed with difficulty on account 
of the tolerance by the uterus of all ordinary stimuli. 

Case III. is related in illustration, though not actually a ‘case of 
missed abortion, but of retention of a lithopedion in the closed horn 
of a uterus bicornis. Ten more cases from recent literature are 
described shortly and commented on. According to the author, 
missed labour can certainly occur in a normally developed uterus, but 
is common in a uterus bicornis. 

To understand the significance of missed labour, answers must be 
found to the three questions (1) what is the exciting cause of labour, 
and why do the pains, once started, continue till the end of the 
labour? (2) Under what conditions may these pains subside more 
or less permanently? (3) How may they be reawakened after a 
prolonged intermission? ‘The answer to the first question must be 
referred back to the origin of the contractions of pregnancy; these 
pass into the pains of labour from local irritation of the cervical 
ganglia. Kiistner and Keilmann have shown that the unfolding of 
the cervix must progress pari passu with the growth of the uterine 
contents, that is, with the ripeness of the fruit. There must be a 
due relation between the muscular force of the expelling part (body) 
of the uterus and the resistance of the lower expansile part of the 
parturient canal. Missed labour may result from any cause 
tending to a disproportionate increase of the resistance of the lower 
canal with a simultaneous diminution in the expulsive force. 
Abnormal resistance in the cervix hinders it from forming part of 
the lower uterine segment in pregnancy; the development of the 
foetus accordingly in such cases must occur entirely in the cavity of 
the body of the uterus with thinning of the muscular wall and 
diminution of the dilating and expelling forces. The bag of waters 
will not press sufficiently into the cervical segment and the cervical 
ganglia will not be sufficiently excited. Similarly weakening of the 
muscle from illness, such as peritonitis, tumours, lactation, atrophy, 
ete., may lead to the same result even if the cervix be normal. In 
answer to the third question the researches of Iwanoff and Orloff 
show that the foreign body theory is not sufficient in itself. The 
exciting cause seems to be the congestion of a menstrual period, 
which is the more active the longer it occurs after the normal term 
of the pregnancy. The intoxication by retention products, and, 
lastly, the “ foreign body ” lead to expulsion of the uterine contents. 
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The causes of missed abortion are similar, insufficient excitation 
of the para-cervical ganglia, and the menstrual congestion again is 
the cause of the recurrence of labour. 

Therapeutically, on physical and psychical grounds, the uterus 
should be emptied as soon as possible; labour pains may be difficult 
to start, so the cervix may require dilatation (with Bossi’s dilator, 
for example) and uterine contraction may be induced with Palm’s 
spasmotin. This should be done so soon as repeated examinations 
have satisfied the practitioner that the fetus is dead. The author 
adds a bibliography. 

E. H. Lawrence OLIPHANT. 


On Rapid Dilatation of the Os Uteri by Bonnaire’s Method. 
Mevrer. Monats. fiir Geburts. und. Gynak., Bd. xvii., H. 6. 


Ir is often a matter of considerable difficulty to end delivery rapidly 
when the os uteri is not dilated, and certainly when the cervix has 
not begun to be obliterated. The treatment of hemorrhage in 
premature separation of the placenta need alone be cited as a case in 
point; opinions are divided as to whether it be better to treat this by 
plugging, or by rupturing the membranes, or by Cesarean section. 
In the first there is always a possibility of concealed hemorrhage 
occurring, and even rupture of the uterus from the great stretching 
which then occurs. By rupture of the membranes we are not always 
certain of bringing on contractions at once, and Cesarean section 
cannot be performed except in well-appointed houses or hospitals. 
Dilatation of the cervix by Champetier de Ribes’ bag is open to the 
objections that the bag may burst, especially if it has been boiled, 
and there is often difficulty in the introduction of it. Finally, 
dilatation by Bossi’s instrument, the latest method in vogue, is not 
quite without objection, partly on account of possible lacerations, 
although these, it is said, can be avoided, and partly on account of 
the very high price of the instrument. The really simple method of 
dilatation which is applicable to most conditions is that of Bonnaire, 
which is as simple and suitable as it appears to be devoid of danger. 
The method consists of putting first one, then two, then three 
fingers of first one and then both hands into the os uteri, and stretch- 
ing it laterally and antero-posteriorly by the introduced fingers. 
Whether the fingers of the two hands be crossed makes very little 
difference. There is sometimes a difficulty in carrying out the 
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procedure if the cervical canal be not obliterated or if the os be so high 
up as to make it difficult for fingers of both hands to be introduced at 
once. As a rule, however, the dilatation is easily performed, and it 
is scarcely even necessary to rest, as the fingers do not become readily 
tired by this method. The author briefly describes 29 cases in which 
the mancwuvre was practised, 23 of which had definite commanding 
indications for rapid delivery, and nine cases in which the method 
was undertaken simply to prove its value, always bearing in mind 
that it could be given up if the least appearance of laceration were 
noted. The chief indications in the former cases were transverse 
presentations, eclampsia and placenta previa. In the latter class the 
results were very satisfactory, all the mothers (9) recovered, and all 
the children known to be alive previously were born alive. Apart 
from the above-mentioned absolute indications for rapid delivery, 
the author would extend the use of Bonnaire’s method to cases of 
rigidity of the cervix due to scars or spasm, to cases of unusually 
painful uterine contractions, and to cases in which, from the previous 
history, a delivery with forceps would probably be necessary. 


Tos. G. STEVENs. 


Czsarean Section repeated on the same Woman. Complete 
Removal of the Tubes. 


Trotta (G.). Archiv. di Ostet. e Ginecol., 1903. No. 3. 


In 1898 Trotta performed Cesarean section on a multipara, aged 30, 
by a sagittal incision through the fundus uteri. After her recovery 
the patient had no ill-effects from the operation. She menstruated 
without pain. Four years later she became pregnant, and when seen 
in the later months of gestation the womb was markedly anteverted 
and the abdominal incision had given way at the umbilicus. When 
labour began she was taken into hospital. When the cervix had 
dilated to the size of a five-franc piece, the membranes being still 
intact, an incision was made along the line of the old scar in the 
abdominal wall and the uterus was everted. There were some slight 
omental adhesions on the anterior surface of the organ, and along 
the former incision. A loop of bowel adhered strongly to the uterus 
just in front of the right cornu, and in trying to separate it the 
intestine was perforated for about 2cm. The uterine cavity was laid 
open by a transverse fundal incision which reached from tube to 
tube. The incision came right down on the placenta, which was then 
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separated, and a living child was extracted. Two wedge-shaped 
pieces enclosing the interstitial parts of the tubes were then removed, 
and the wounds were closed with superficial and deep silk sutures. 
The tubes were dissected out and removed in their whole length. 
The abdominal incision was sutured with silk. The mother made a 
good recovery, but could not suckle her child. On the ninth day the 
abdominal sutures were removed, the wound having healed by first 
intention, and on the 13th day the woman left the hospital. The 
writer believes that when Cesarean section has to be performed a 
second time in the same woman the transverse fundal incision is the 
best. It facilitates complete excision of the tubes, which should be 
performed when there is any permanent pelvic obstruction. Tubal 
excision renders a woman sterile, but does not unsex her. 


R. W. MacKenna. 


GYNACOLOGY. 


The Conservative Operative Treatment of Chronic Inversion of the 
Uterus. 


PETERSON (REUBEN). American Gynecology, June, 1903. 


Tue author discusses the various methods of operative treatment in 
chronic inversion, and describes the plan adopted by himself in a case 
of 15 months’ standing. The inverted fundus was grasped with the 
volsella and pulled forcibly outwards and downwards. Another 
volsella caught the anterior vaginal mucosa in the median line just 
above the anterior lip of the cervix and pulled it sharply upwards. 
Through the vaginal mucosa thus rendered tense was made a 
transverse incision some 2} inches in length. In order to avoid 
opening the bladder this incision was made as close to the cervix as 
possible. The vesico-uterine peritoneal pouch was opened, the cervix 
exposed and divided between two volsella. This incision was carried 
upwards in the anterior median line of the uterus to within one-third 
of an inch of the fundus. The inversion was now easily reduced, 
the fundus going upwards and each half of the divided cervix being 
carried through half the are of a circle, and finally meeting, so that 
the two halves formed a complete cervix situated downwards, not 
upwards. A wedge-shaped piece of the bulging uterine wall was 
removed from either side of the incision—as suggested by Taylor— 
to allow the retracted peritoneal edges to come together, and the 
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wound closed by a continuous catgut suture. A catgut suture was 
passed around each round ligament close to the uterus and each end 
passed through the anterior vaginal wall and tied, after the fundus 
was returned, within the pelvic cavity. This brought the line of 
incision in the anterior wall up against the bladder peritoneum, at 
the same time giving support to the fundus, which had been 
prolapsed for months. A small gauze drain was left within the 
bladder and uterus, and another in the uterine cavity. The patient 
made a good recovery; examination at the time of discharge showed 
the uterus forward, movable and 23 inches deep. There was no 
pelvic tenderness. 

Peterson considers that in the light of our present knowledge the 
old methods of reposition should be disregarded and the more modern, 
safer and surer surgical methods adopted. From the standpoint of 
statistics the vaginal route is immensely superior to the abdominal. 
In the collected cases reposition was successful in 88 per cent. by 
the former method, to 53 by the latter, and the abdominal percentage 
is reduced to 33 if those cases are substracted in which the inversion 
ring had to be incised from within, a part of the technique which 
can be performed with greater ease and safety from the vaginal side. 
Operation through the anterior fornix is advocated on the ground 
that opportunity is given to maintain the uterus in a forward position. 

Joun S. Farrparen. 


Treatment of Retroversion of the Uterus in the Unimpregnated 
State and during Pregnancy. 


Ficurera (analysed by Moriserte). La Gynécologie, June, 1903. 


Tus paper is based on Doléris’ statistics of 426 cases, 278 of which 
underwent surgical treatment. Methods of treatment fall into two 
groups :— 

(a) Bloodless methods. Manual reduction, massage and electricity, 
the genupectoral and prone positions, reduction by “ orthopedic 
methods” and dilatation of the uterus. 

(6) Surgical methods. These may be divided as follows:—1. 
Plastic operations on the uterus or its ligaments. 2. Vaginal 
operations on the uterus or its ligaments. 3. Operations performed 
on the round ligaments without opening the abdomen. 4. Fixation 
of the uterus, either directly or by means of its ligaments, by 
abdominal section. 5. Combined operations which treat inflammatory 
lesions, repair the pelvic floor and fix the uterus. 
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In cases where adhesions are present Figuiera does not approve 
of Schultze’s bimanual method of reduction, considering that it 
involves risk of rupture of the vaginal wall or intestine. The treat- 
ment by pessaries is indicated in cases of recent traumatic retro- 
version, and in the period of involution in post-partum retroversion. 
Plastic operations which repair the pelvic floor without fixing the 
uterus are most unsatisfactory, unless a pessary be worn after the 
operation. The only cases in which these operations give satisfaction 
are those in which the retroversion is simply a result of an early 
stage of prolapse. Vaginal shortening of the utero-sacral ligaments, 
either by opening Douglas’ pouch or by a “ retrocervical ” colporr- 
haphy, is good treatment in slight cases. Vaginal shortening of the 
round ligaments is inferior to Alexander’s operation. Inguinal 
shortening of the round ligaments, the ‘ Alquié-Alexander ” 
operation gives good results and does not interfere with the normal 
course of pregnancy as does abdominal hysteropexy. Doléris now 
uses a new method of shortening the round ligaments. The abdomen 
is opened in the median line rather low down, the appendages are 
dealt with as may be necessary, the uterus is brought forward, and, 
finally, each round ligament is brought out through a buttonhole at 
the side of the incision. 

Retroversion of the Gravid Uterus. “ In the course of pregnancy 
retroversion is a danger; it is rare because women with retroversion 
are often sterile.” Gentle gradual manual reposition is best; if 
force be used it is likely to cause abortion. When cystitis or signs of 
incarceration are present reduction must be effected as soon as 
possible. If reduction be impossible two courses are open, induction 
of abortion and laparotomy. Fixation of the pregnant uterus by 
shortening the round ligaments is less likely to lead to abortion than 
is hysteropexy. Doléris has performed the former operation three 
times; in each case the pregnancy went to term. The author draws 
the following conclusions :— 


1. Curative treatment of retrodeviation of the uterus in sterile 
women favours fertility. 

2. In recent cases where the uterus is movable a pessary may be 
successful. The period of involution is the true “ psychological ” 
period for pessary treatment. 

3. In a patient with an intact perineum Alexander’s operation is 
the best treatment, in the absence of disease of the appendages. 
Where there are adhesions and diseased appendages laparotomy should 


be performed, followed by simple abdominal fixation and transfixion 
of the round ligaments. 
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4. In a multipara with a torn perineum fixation should be com- 
pleted by plastic operations on the cervix, vagina and perineum. 

5. In retroversion of the pregnant uterus manual reduction is the 
best treatment. If this fail laparotomy should be performed, 
followed by intra-abdominal shortening of the round ligaments. 


Henry RvussELL ANDREWS. 


Vesico-Fixation of the Uterus. 


Hawtey (N.J.). American Gynecology, May, 1903. 


A metHop of correcting retrodeviations of the uterus by fixing the 
fundus well forward upon the vesical peritoneum through a vaginal 
incision, is described in this paper, and a case is recorded in which 
pregnancy, followed by a normal labour, occurred after an operation 
of this kind. A longitudinal incision is made, beginning 4 or 5 cm. 
away from and extending down to the cervix; the incision divides the 
vaginal mucosa as far as bladder wall, and the flaps are dissected 
back on both sides for 2 or 3 cm., and also well separated from the 
bladder, where it joins the uterus. The bladder is then pushed off 
and away from the uterus until the peritoneum is reached; this 
membrane is then opened transversely and the vesical portion seized 
with forceps and held forward while two fingers are introduced for 
exploration. The fundus uteri is brought through the peritoneal 
opening and drawn well down, while the peritoneum from the 
bladder is brought back and over it as far as possible, where it is 
sutured between the tubes with a fine continuous suture, and any 
excess of peritoneum removed. The edge of the bladder first 
separated from the uterus is stitched high up on the anterior surface 
of the uterus with a single chromicised mattress suture. The two 
edges of the vaginal wound are closed with interrupted sutures, and 
the vagina loosely packed with gauze. The paper is well provided 
with illustrations showing the various steps of the operation, for 
which the author claims very good results. 


JoHN S. FatRBarRn. 
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Salpingo-Odphorectomy. 
Picuevin (R.). La Gynécologie, June, 1908. 

Wirnovt denying the possibility of healing taking place after grave 
suppurative lesions of the appendages it must be admitted that severe 
inflammatory changes in the ovaries and tubes cause loss of function 
by destruction of the mucous membrane, atresia, etc., and bring 
about pelvic troubles which are a danger to life, and only too often 
reduce the patient to an invalid condition which may last for months 
or years. On this subject it is well to consult a gynecologist who 
does not know the good years of laparotomy applied to the cure of 
inflammatory disease of the appendages. At the present time, when 
there is such a serious diminution in the birth-rate in France, it 
behoves all good Frenchmen to bear in mind the necessity of the 
reproduction of the species, and to avoid drying up _ the 
sources of fertility! Attention must therefore be given to conserva- 
tive surgery of the appendages. Evacuation by a vaginal incision of 
a collection of fluid in Douglas’ pouch is a good operation which has 
its indications and can claim its successes. It is, however, a blind 
operation, and is inferior to abdominal section. Conservative opera- 
tions after abdominal section may be divided into three classes : — 

(a) Operations on the Ovaries. Of these resection produces far 
better results than simple puncture or ignipuncture. 

(b) Operations on the Tubes. Salpingoplasty and salpingo- 
uterine anastomosis are seldom possible, but the interest taken in 
them is an indication of the spirit of modern surgery. 

(c) Liberation of the Appendages. Indications for this procedure 
occur frequently in cases where the appendages are not increased in 
size and are apparently healthy, although they are bound down by 
adhesions. In these cases it is well, after freeing the appendages, to 
suspend them so as to prevent them from coming in contact again 
with the point to which they were adherent before. In many cases 
this liberation of the appendages of one side can be carried out when 
the appendages of the other side are so much diseased that their 
removal is necessary. In some cases inflammation and fixation of 
the appendages are combined with retroversion and prolapse of the 
uterus, cystocele, prolapse of the posterior vaginal wall and old 
inflammation of the uterus. In these cases the author curettes the 
uterus, removes part of the cervix, shortens the round ligaments by 
anterior colpo-celiotomy, explores the appendages and removes or 
resects diseased parts, and finishes by performing plastic operations 
on the vagina and perineum. 

Henry Russert ANDREWS. 
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Concerning the Nature of the Small Cysts frequently found in the 
Peritoneum covering the Fallopian Tubes. 


Dickson (T. G.). American Journ. of Obstet., July, 1903. 


Very different views of the origin of these small cysts have been 
advanced : — 

1. That they are derived from embryonic remains situated 
between the two layers of the broad ligament, which later travel up 
to the serous membrane covering the tube. 

2. That they are due to infoldings of the peritoneum, taking on 
cyst formation probably as the result of inflammation. 

3. That they are dilated lymphatic spaces. 

These cysts are usually multiple, spherical or lenticular in shape, 
filled with clear or opalescent fluid. Their diameter is seldom greater 
than four millimetres; their location is most often on the anterior 
and upper surface of the tube. They are usually associated with 
some pathological condition of the organs of generation. Serial 
paraffin sections of eleven such cysts were examined. A few sections 
before the cyst wall was reached almost invariably showed numerous 
capillaries filled with blood, and free blood lying in the lymph spaces. 
Three small cysts of microscopic size were found, and were of 
particular interest, in that they seemed to disprove the infolding 
theory as the area of peritoneum covering them bulged, and in no 
place was an infolding or even a depression suggested. One of the 
cysts showed a canal running down to a small engorged blood-vessel 
as though the peri-vascular lymph space had become blocked at this 
point. Another a trifle larger showed the ovoid cells in the centre 
undergoing degenerative change, the cell débris going to make up 
the cyst contents. The sections which led to more matured cysts 
showed the peri-cystic hemorrhagic area already referred to, and a 
distinct cyst wall lying in the peritoneal coat. These cysts are 
surrounded by a layer of peritoneum which is distinct from the cyst 
wall. The cyst wall, which is thicker on the tubal than on the 
peritoneal side, is made up of densely packed connective-tissue cells; 
it contains no muscle or elastic tissue fibres. The lining cells are 
flat, low and ovoid with a small amount of protoplasm surrounding a 
narrow ovoid nucleus. The cyst contents for the most part stain 
blue, an occasional red area being seen. The bluish staining 
suggests that mucus is probably present in the fluid portion of the 
cyst contents, whilst cell débris and an occasional hyaline mass make 
up the rest of it. That the cysts are due to peritoneal infoldings or 
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mesothelial inclusions is not probable, as the smaller cysts showed a 
distinct covering of peritoneum which bulged and was not depressed 
on the surface. The theory that the cysts form in the broad ligament 
and then move up is not well founded as the cysts were seen in 
process of formation at their final habitat. “‘ We are therefore forced 
to the conclusion that these cysts are dilated lymph spaces and are 
associated with those diseases of the tube and neoplasms of the 
generative organs which are capable of interfering with the free 
circulation of lymph in the tubal peritoneum.” 


HERBERT WILLIAMSON. 


A Plea for the Removal of a Minimum Amount of the Broad 
Ligament in Salpingo-odphorectomy. 


Westey Bovée (J.). American Gynecology, June, 1903. 


Tue author of this paper advocates an attempt to save as much as 
possible of the broad ligament in operations for the removal of the 
uterine appendages. The removal of the tube and ovary is usually 
effected by removing with them an irregular V-shaped portion of the 
top of the broad ligament extending from near the outer end of the 
infundibulo-pelvic ligament to the cornu of the uterus, and dipping 
down sufficiently to include that part attached to the ovary. The 
removal of this V-shaped portion is absolutely unnecessary, and may 
give rise to many complications. Portions of infected tube may be 
left attached to the uterus and give rise to dangerous conditions. 
The ureter may be partly or completely severed when the ligature has 
been fastened round too much of the infundibulo-pelvic ligament. 
Probably the worst result is the tendency to retroversion of the 
uterus brought about by the removal of a considerable portion of the 
supporting function of the broad ligament and its consequent 
shortening. The method adopted to obviate these troubles is as 
follows:—Three clamps are placed on the ligament, one on the 
infundibulo-pelvic ligament close to the fimbriated end of the tube 
and including only that part containing the vessels; a second on the 
Fallopian tube close to the uterus, but not including the trunk of the 
utero-ovarian vessels; and a third on the ovarian ligament. The 
tube is then carefully dissected from the top of the broad ligament 
up to the forceps clamping it, and the wound closed by a continuous 
catgut suture. The ovary is carefully separated from the broad 
ligament, and the ovarian ligament severed just outside the forceps, 
the wound being afterwards closed by another continuous suture. 
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The short stump of the uterine end of the Fallopian tube is then cut 
off within the uterine tissue, and the wound sutured. The author 
claims that this method does not include removal of any of the broad 
ligament, does not shorten it, that it is accompanied with a minimum 
amount of traumatism, insures complete ablation of the appendages 
and prevents connection between the uterine and peritoneal cavities. 


JoHN S. FarrBaIRn. 


Pathogeny and Treatment of Chronic Inflammations of the 
Cellular Tissue and Peritoneum of the Pelvic Cavity. 


Dotéris (J. A.). La Gynécologie, June, 1903. 


Tuts paper is based on the personal experience of the author, and on 
an enquiry among many French surgeons and gynecologists. Three 
varieties of pelvic inflammation may be considered—(1) lesions of 
organs, (2) perimetritis, (3) parametritis. The author divides cases 
of salpingo-odphoritis into three classes—(1) catarrhal or simple; 
(2) gonorrheeal, or grave suppurative forms; (3) severe cases occurring 
after labour or abortion. Resolution is always possible whatever 
may be the cause and intensity of the lesion. The gonococcal variety 
is the slowest to undergo resolution. The puerperal cases, even when 
accompanied by diffuse suppuration, may clear up rapidly. In the 
acute stage Doléris considers that general treatment is usually the 
best, but that evacuation and drainage of suppurating foci by means 
of an abdominal section is good treatment in some cases. Between 
the acute and chronic stages is an intermediate or “ paroxysmal” 
stage, characterised by remissions. Fears based on the possibility of 
the patient dying from the severity of a paroxysm have little 
foundation; cases of death are quite exceptional. The treatment in 
this stage is the same as in the acute. Treatment in the chronic 
stage may be divided into: — 

1. General treatment. 

2. Local treatment of uterine lesions, indirect conservative treat- 
ment. If there be prolapse or retroflexion of the uterus, surgical 
treatment is all-important on account of the ease with which 
infection may spread to the appendages from the uterus. If there be 
endometritis, dilatation and curettage of the uterus should be carried 
out. Doléris says he has seen recrudescence of the pelvic inflamma- 
tion following dilatation, but never a real aggravation of symptoms 
or any serious result. He does not, however, dilate in cases of large 
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foci which may be of active virulence, on account of the uselessness 
of the procedure in such cases, not on account of the hypothetical 
danger. 

3. Direct conservative treatment, destruction of adhesions, igni- 
puncture, resection of ovaries, etc. If the vaginal route be chosen 
posterior colpotomy is better than anterior, but both are inferior to 
laparotomy. After conservative treatment, including removal of the 
appendages on one side, pregnancy is fairly common. 

4. Radical treatment, bilateral removal of appendages with or 
without hysterectomy. Radical treatment is indicated by (a) Lesions 
which resist treatment in the acute and “ paroxysmal” stages, and 
instead of undergoing gradual improvement simply arrive at a sort 
of “ semi-torpidity ” with frequent recrudescences which ruin the 
health. (6) Lesions in which several months of careful treatment 
have not resulted in a period of sterility (of the pus) and apyrexia, 
cases, in other words, where the resistance of the tissues is almost nil. 
(c) Lesions which cause persistent pain and hemorrhage, sterility 
and frequently retroversion. Radical operations are best carried out 
by the abdominal route. “ Peritonisation” of the pelvis is most 
important, as it does away with the necessity of drainage and always 
gives excellent results. Drainage should be reserved for cases where 
absolute hemostasis is impossible. 

Doléris gives the following arguments against the use of the 
vaginal route for radical operations on the appendages : — 

1. It does not always enable the operator to be certain as to the 
nature and extent of the lesions. 

2. It is contra-indicated when the lesions are situated high up. 

3. Operations carried out by this route are too often incomplete. 

4. Removal of diseased parts must often be restricted through 
fear of rupturing adherent viscera. 

Vaginal hysterectomy is, however, the operation of election in 
some cases of severe lesions of old standing, especially when due to 
tubercle and when complicated by fistule. 


Henry Rvssett ANDREWS. 
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Obituary. 


WILLIAM SMOULT PLAYFAIR, M.D., LL.D., F.R.C.P. 


Tue death of this distinguished obstetrician took place at St. Andrews 
on August 13th, and, although his health had for more than a year 
been in an unsatisfactory condition, such a sudden ending came 
somewhat unexpectedly even to his intimate associates. He had 
made a good recovery from a serious operation a year before, and 
was travelling in Italy, and while at Florence in July last was struck 
down with left hemiplegia, accompanied by slight impairment of 
speech. He was brought home by sea to England, and thence 
journeyed to St. Andrews, his native town, where his health 
temporarily improved, but gastric disturbance with inability to 
retain food set in, and death took place quite quietly in his sleep. 
Educated at St. Andrews, he graduated in medicine at Edinburgh, 
and subsequently entered the Indian Medical Service. After serving 
seven years in the Bengal Army he returned to England, and was 
appointed Assistant Obstetric Physician to King’s College Hospital, 
and subsequently to the Chair of Obstetric Medicine in the College, 
which he held for 25 years. It was during the major portion of this 
period that the present writer was intimately associated with him and 
his work. His Court appointments early placed him in a large and 
influential practice, which, however, rarely prevented him visiting 
his wards and giving his cliniques at the appointed time. His 
lectures on midwifery were models of lucidity and diction, and so 
attractive did he make them that many students attended a second 
course, although not compulsory. When he first took charge of the 
women’s ward at King’s College Hospital the science of gynecology 
was limited to vaginal examinations, the local applications of caustic 
and introduction of various kinds of pessaries. As the surgical 
aspect of this special branch began to develop he always strongly 
urged that operations on the female pelvic organs should be 
performed by the obstetric physician in charge of each case, and was 
one of the first to carry out ovariotomy in the obstetric wards of a 
general hospital. This example has been followed almost generally 
in London and elsewhere. During his busiest years he always kept 
abreast with the advance of science, and gave every supposed 
discovery a thorough trial before abandoning it. Examples of this 
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may be cited in his labours on the value of electricity in pelvic 
disease and on the operation of trachelorraphy. With regard to 
topical applications in gynecology, he early protested against them, 
and wrote several papers with his well-known combative power 
against the practice which even now has not quite died out. The 
work of his life, and one by which he will ever be remembered is his 
Text-Book of Midwifery, which has passed through nine editions, 
each of which was kept thoroughly up-to-date, and doubtless it will 
still remain as one of the best reference works on the subject. 

In the later years of his life he gave up the practice of midwifery, 
and took up the treatment of severe prostration and hysteria, for 
which he was particularly suited. In his hands it was a great 
success, but led unfortunately to imitations which his honesty would 
not allow him to countenance, and which brought the method some- 
what into disrepute; but the success of this mode of treating such 
cases showed how large a number of diseases in women were due 
rather to a general neurasthenia than to a local lesion, and hence has 
been the means of sparing much suffering on the part of the female 
sex. 

With a bright and attractive personality he combined a manner 
sometimes apparently abrupt, but always kindly, and was beloved 
and trusted by his patients in a manner which is rarely the lot of any 
practitioner; his hatred of humbug and feigned illness, which was 
one of his leading characteristics, was in itself sufficient to account 
for the support he received from a very large number of his 
confréres who brought cases to him for advice. 

Those who had the advantage of knowing him in private life can 
testify to his many kindnesses bestowed as ungrudingly as they were 
unostentatiously, and to the substantial help he often freely gave 
when his friendly counsel was all that was asked for. His death will 
be deeply felt by his large circle of friends and patients alike, and 
obstetric medicine has been deprived of a distinguished ornament. 

His funeral, which was private (as he would have wished), took 
place at St. Andrews on the afternoon of August 15th, the service 


being attended only by his relatives and a few old friends and 
colleagues. 





Reviews of Books 


REVIEWS OF RECENT BOOKS. 


Precnancy, Lasour anp CHILpBED witH Ovarian Tumour. By R. G. 
McKerron, M.A., M.D. London: Rebman Limited, 1903. 

The author bases his description of these important subjects on a series 
of 1,290 cases from literature ; of these 704 have been collected by himself, 
and the others are taken from Jetter, Huberg, and Dsirne. Dermoid cysts 
formed nearly a fourth of the whole number in which the nature of the 
tumour could be determined with reasonable certainty. Both ovaries 
were affected in 65 of the cases. Pregnancy appears rather to prevent 
than to cause disease of the ovary and neither accelerates the growth of 
ovarian tumours already present, nor favours their malignant degenera- 
tion. 

Dr. McKerron shows that the life of the bearer of an ovarian tumour 
is imperilled throughout the whole term of pregnancy; that some com- 
plication may be anticipated in one out of every three cases; and that 
small tumours are as dangerous as those of larger size. The most frequent 
complications are axial rotation, rupture and suppuration. In many cases 
the complication arises during pregnancy, but does not prove fatal until 
after delivery. Early recogrition is the most important element in 
prognosis ; if the tumour is recognised and removed before the onset of 
the complication the prognosis for the mother is little, if at all, more 
serious than that of ovarian tumour apart from pregnancy, and at the 
same time the prospects of the child are improved. The only exception 
that the author would allow to the rule that these tumours should be 
removed as soon as recognised consists in those uncommon cases where 
in the later months of pregnancy a densely adherent tumour is discovered ; 
in such cases the operation may be postponed in the interests of the child 
until nearly the end of the gestation. 

In the treatment of labour obstructed by ovarian tumours the author 
has found reasons for changing to some extent the opinions he expressed 
in his paper on this subject read before the London Obstetrical Society 
in 1897. He now considers that ovariotomy is the best treatment and 
should be preferred in every case where the patient can be placed under 
favourable conditions for operation. Where time or place do not admit 
of this a careful effort at re-position should be made, but not too long 
continued. Where both these measures are impracticable aspiration, or 
preferably incision, should be practised. Version should never be done, 
and delivery by forceps or craniotomy should only be undertaken after 
the obstruction has been completely removed. Tumours that have been 
pushed up out of the way, or incised during labour, must be removed as 
soon as possible in the puerperium. In abdominal operations for removal 
of the tumour during labour cesarean section should rarely be necessary. 
If during the operation of ovariotomy the uterus, as has frequently 
happened, is injured, the wound should be sutured if the uterine wall is 
not completely penetrated, but if the ovisac has been opened the contents 
of the uterus should be removed. 

During the puerperium the author is of opinion that a tumour should 
be removed without delay whether acute symptoms are present or not. 
Serious symptoms may be looked for in one out of every two cases, while 
operations at this time are not proved to be attended by any additional 
risk provided that the confinement has been conducted with strict 
antiseptic precautions. The author has been able to collect 92 cases in 
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which removal of an ovarian tumour was undertaken during the puer- 
perium. With few exceptions the operations were undertaken only after 
the onset of some grave complication. Of the number 79 were successful 
and 13 fatal; in the fatal cases the condition of the woman was frequently 
so serious as almost to preclude the possibility of a successful issue. As 
a result of his investigations of 27 cases operated on within two weeks 
after delivery the author rightly remarks that the results should encourage 
operation, even in circumstances that seem hopeless. It is, however, much 
more important that operations should be undertaken if possible before 
the onset of acute complications and there is no good reason for postponing 
ovariotomy until the end of the puerperium. If the tumour be detected 
during labour its removal may be safely undertaken immediately or 
within a few hours after delivery, provided, as has already been mentioned, 
that labour has been conducted with strict antiseptic precautions. 

The volume concludes with a very full list of references to foreign 
literature and with a sufficient index. The author is to be congratulated 
upon the great industry and care he has displayed in collecting and 
arranging his facts. His conclusions are well and closely reasoned and are 
of the greatest interest and importance to those specially interested in the 
treatment of the complications under consideration. The book will form 
an important rallying point for all future workers in this direction. 


A CORRECTION. 


ON CHORIONEPITHELIOMA AND THE OCCURRENCE OF CHORION- 
EPITHELIOMATOUS AND HYDATIDIFORM MOLE-LIKE 
STRUCTURES IN TERATOMATA. By JOHN H. TEACHER, M.D. 


(To the Editor of the Journal of Obstetrics and Gynecology of the British 
Empire. ) 


Sir,—In the report of the case of Dr. Edgar in the above paper I have 
stated (p. 33, line 12) that “no definite result was obtained from the 
microscopic examination ” of the curettings of September 5th, 1901. Dr. 
Hugh Galt, Pathologist to the Glasgow Samaritan Hospital, who made that 
examination, has pointed out to me that this is not fair to him, and I 
hasten to make amends for the injustice that I have done to him through 
a misunderstanding of the circumstances. 

Dr. Galt’s report on this occasion was, I find, quite as definite a 
diagnosis of deciduoma malignum as my own of three weeks later. 

Moreover, Dr. Edgar states that the suspicions as to the nature of the 
case, which I had attributed to him (p. 34, line 6) in February, 1901, were 
really due to Dr. Galt, who at that time raised the question of deciduoma 
malignum, although the evidence was not sufficiently definite to warrant 
operation. 

I regret exceedingly that I should have failed to give Dr. Galt his 
proper credit for the early recognition of a disease only one case of which 
had up to that time been observed in Glasgow. I trust that you will give 
this correction the same currency that you have so kindly granted to my 
article. I am, Sir, yours faithfully, 

Joun H. TeacHeEr. 





